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This study examines the relationship between
patients' perception of physicians' nonverbal immediacy
and patients' satisfaction with their physicians.

Using

a newly designed scale tor measuring nonverbal immediacy
and patients' satisfaction with their physicians, the
researcher tested one hundred and eighty-nine patients of
six southern, male, caucasian doctors to determine if a
significant correlation exists between composite scores.
These doctors practice in Southern Kentucky, specializing
as internists, general practitioners, and family
practitioners.

Both scales use a composite measure based

on the summation of all twelve questions within the scale.
Data analysis included reliability coefficients, factor
analysis, multiple regression analysis, Pearson correlations, distributions of composite scores, responses to
individual questions, Eta analysis, and analysis
of variance.

Results of the Pearson correlation between both
composite scores indicate that a low positive correlation
exists between patients' perceptions of physicians' nonverbal immediacy and patients' satisfaction with their
physicians. A Pearson correlation between the twelve
nonverbal immediacy questions and composite satisfaction
shows that only patients' perception of time has a
moderate chance of predicting patient satisfaction with
the physician. Reliability coefficients for the composite
immediacy scale resulted in a moderate reliability (.66),
although a strong reliability for the satisfaction scale
resulted in a .88 alpha.

A factor analysis of the com-

posite nonverbal immediacy reveals that unique clusters
of questions formed different dimensions from those
originally expected.
Distributions of scores for composite nonverbal
immediacy suggest a neutral response of immediacy for
physicians and a significantly high response for patient
satisfaction with their physicians.

The most notable

discrepancy within overall responses to individual
questions lies within the nonverbal immediacy category
measuring frequency of touch. Most patients (67 percent)
claimed they were never touched by their physician
outside of the examination.

xiv

CHAPTER I

INTRODUCTION

The social importance of health care communication
in today's society stems from a renewed concern for
better interpersonal relations between health care professionals and their patients.
•

The relationship between

doctor and patient is one of the more crucial in the
health care system.

A positive rapport between doctor

and patient facilitates increased patient compliance to
doctors' instructions, increased patient understanding of
medical conditions and treatment, and a reduction in malpractice suits.

These factors underscore the desirability

for more research in the area of interactive interpersonal
doctor-patient relationships.

By studying patients'

perceptions of physicians' nonverbal immediacy behavior
as it relates to patients' satisfaction with their
physicians, we are addressing one of these areas of
study.
This study examines the correlation between a
patient's perception of physician's nonverbal behavioral
cues and the patient's satisfaction with the physician.

1

2
The study utilizes two scales; one scale measures
patients' perceptions of physicians' nonverbal immediacy
behavior and the other measures patients' satisfaction
with their physicians.

This study hypothesizes that a

significant positive correlation exists between patients'
perception of physicians' nonverbal immediacy and
patients' satisfaction with their physicians.
A wide spectrum of nonverbal behaviors can signify
immediacy.

The literature suggests that several non-

verbal categories represent the behavioral cues most
often associated with nonverbal immediacy (Richmond,
McCroskey, & Payne, 1987).

This study, however, con-

siders only the effects of kinesics, oculesics, haptics,
proxemics, chronemics, and environment within the context
of nonverbal immediacy.
Because health care communication research has
not provided any comprehensive written instruments to
study nonverbal immediacy behavior, it is necessary to
tailor the questionnaire design to fit best the situational context.

Friedman (1979) developed a partial

satisfaction questionnaire relating to doctor-patient
relationships.

This six-question instrument, which

he termed the Caring and Sensitivity Scale, provided
a starting point for the satifaction scale used in this
study.

The latter scale additionally includes questions

to focus specifically on the doctor-patient satisfaction

3
relationship.
This study utilizes an instrument with three
sections which include: a scale of patients' perceptions
of physicians' nonverbal immediacy, a scale of patient
satisfaction with their physicians, and a demographic
profile. Physicians administered the questionnaires
immediately following the patient's examination.
The nonverbal immediacy scale consists of twelve
items using a three-point response se.

A composite

immediacy score resulted from the summation of total
points scored, forming a minimum score of twelve and
a maximum score of twenty-four. A score of twelve represents a low nonverbal immediacy score and a thirtysix represents a high nonverbal score.
A composite score of a patient's satisfaction with
the physician was obtained from twelve items also
utilizing a three-point response set. The sum of all
twelve items forms a composite score. A total composite
score of twelve means low patient satisfaction with
physician, while a composite score of thirty-six
represents high patient satisfaction with physician.
Correlation of both composite scores permits comparison
between the two variables--patients' perceptions of
their physicians' nonverbal immediacy and patients'
satisfaction with their physicians.

Determination of a

high or low correlation between both composite scores

4
either verifies or fails to verify the study's initial
hypothesis that a meaningful positive correlation exists
between patients' perceptions of physicians' nonverbal
immediacy and patients' satisfaction with their
physicians.
Particular demographic questions add necessary
supplemental information for analyzing the representation of the sample used in this study (see Appendix A)
These demographic variables also permit analysis of
the correlation between them and either the patients'
perception of physicians' nonverbal immediacy scale
(Nonverbal Immediacy Scale) or the patient's satisfaction with the physician scale (Satisfaction Scale).

Rationale
Three key justif'cations direct this study. The
first relates to gaining pure epistemological scholastic
knowledge.

New and innovative research within any

discipline is noteworthy and worthwhile.

An extensive

review of literature, however, must precede the design of
creative measures or instruments. Such an in-depth search
for knowledge within the field of study aids in formulating the unique research design.
The second justification emphasizes a need to
add to the already growing research in health care
communication, specifically to the body of knowledge

5
pertaining to doctor-patient interpersonal relationships.
By contributing two new scales measuring both physician
immediacy nonverbal behavior and patient satisfaction
with physician, this study provides advances in research
based on a better understanding of doctor-patient interpersonal relationships.
Third, a current need exists for better training
methods for physicians in heightening self-awareness of
their nonverbal and interpersonal skills. A concerted
effort exists within American medical schools today for
better training of young medical students in the
interpersonal skills often described as "bed-side
manner."

Young physicians receive little formal

instruction in nonverbal behavior with patients,
although some medical schools teach some interpersonal
skills involved in medical interviews.

Justification
As mentioned above, nonverbal and interpersonal
skills training appears very rarely in United States
medical schools (Larsen & Smith, 1981), suggesting a need
for research in this field.

For instance, increased

research within this area of study might assist in
addressing the concerns of the growing elderly population. This group retains special concern for improved
doctor-patient relations because of fixed incomes. They

6
have a specific need to understand new medical
techniques and procedures which may appear frightening,
to understand medical jargon, and to be free to ask their
physician questions.

Studies of nonverbal behavior in

the realm of the doctor -patient relationship are
generally experimental and non -survey oriented. For
example, Harrigan, Oxman, and Rosenthal (1985) studied
nonverbal behavior of residents and used raters to analyze
the nonverbal cues on videotape of an actual examination.
Other studies in the field focus on the analysis of the
doctor's perception of patient's nonverbal cues as it
relates to satisfaction by their patients.

For instance,

Sankar (1986) researched the contextual environment of
doctor-patient relationships from the perspective of
young interns.

The literature contains little research

focusing on the perceptions of the patient and how
patients develop feelings of sympathy or immediacy, like
or dislike, and positive or negative evaluation of their
physicians based upon the physicians' nonverbal behaviors. These patients' responses can yield useful information for both the field of communications and for health
care services, medical schools, and private practitioners.

Background
A dynamic inter-relationship should exist between
the doctor and the patient.

Each individual carries
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personal cultural variables which affect the overall
construct of the doctor-patient relationship; in turn
this affects 1,vels of perceived nonverbal immediacy
and interpersonal satisfaction.

Thus, a need exists to

focus on the pre-existing personalities and professional
backgrounds of doctors and the process of becoming a
patient, which can influence the primary variables of
physician nonverbal immediacy and patients' satisfaction
with their physicians.

This topic constitutes the

research question of this study.
Upon entering the doctor-patient relationship, the
patient, or consumer, should have an idea of what
personality and professional background the physician
brings to the relationship.

Patients should realize that

physicians receive training in acquiring facts, develcping hypotheses about symptoms, testing these hypotheses
by physical examination, developing treatment plans for
the most reasonable diagnoses based on facts, and
modifying the diagnosis and treatment as new facts
accrue throughout the illness (Kreipe & Jack, 1987).
The physician, on the other hand, in order to gain
information during the medical interview, must not only
rely on these scientific, fact-gathering skills, but must
also utilize good listening skills, keen observation,
and a competent knowledge of the interactive communication process during the interview.

The medical interview
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usually contains five segments:

present illness, past

health, family health, personal and social history, and
systems review (Hirsh, 1986).

In all these categories

improved patient compliance, medical treatment, and
interpersonal relationship are facilitated by increasing
doctor-patient rapport.
The physician must also enter this mutual relationship with an understanding for its cultural and social
background (Parsons, 1964).

Parsons claims that doctors

should realize that doctor-patient relationships are
characterized by collective orientation and are based on
mutual trust.

Patients generally enter doctor-patient

relationships after going through self-diagnosis,
attempts at self treatment, and then feeling a necessity
to present to a general practitioner specific demands for
treatment and medication (Zborowski, 1969), a pattern
defined by Friedson (1961, p. 82) as the "lay referral
system."

Once the patient arrives in the examining room,

careful attention to the patient's subtle cues of pain,
anxiety, emotions, and disease become imperative
(O'Brien, 1974).

At this point, the doctor-patient rela-

tionship begins to depend on and interrelate with a
mutual understanding for the nature of the patient's
medical problem, the perceived social class of the
patient, and the organizational setting (Strong, 1979).

CHAPTER II

REVIEW OF LITERATURE

This review of literature will define immediacy and
satisfaction, review studies which focus on nonverbal
cues relating directly to determining immediacy, relate
these cues to health care communication, and establish
a literature review of doctor-patient satisfaction.

A

direct correlation exists between immediacy and satisfaction.

Mehrabian (1971, p.78) defines immediacy as the

way in which "people are drawn towards persons and things
they like, evaluate highly, and prefer, and .,.. avoid or
move away from things they dislike, evaluate negatively,
or do not prefer."

This definition of immediacy clearly

interacts with Webster's definition of satisfaction as "a
fulfillment of a need or want and the quality or state of
being satisfied "

(Webster, 1963, p. 765).

Within the social psychology literature, Kelley
and Thibaut (1978, p. 34) define satisfaction as
"positivity of affect or attraction to one's relationship." Other researchers (Rusbult, 1980; Johnson,
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1973; Rusbult, Johnson, & Morrow, 1986) claim that
individuals should feel more satisfied with their relationships if they include high rewards such as similar
attitudes between both individuals.

They should also

include physical closeness and low costs such as few
arguments.

Finally, commitment should increase as the

level of satisfaction increases.
Mehrabian (1971) suggests that levels of immediacy
and interpersonal satisfaction affect relationships so
that as immediacy increases, levels of perceived
satisfaction increase in interpersonal interactions.
Mehrabian's hypothesis supports the contention that
people respond positively and favorably to other people
or situational contexts which utilize high immediacyprovoking stimuli.

Additionally, Mehrabian reports that

an individual's perceived level of interpersonal satisfaction also stimulates immediacy behavior and that
people who like each other communicate with more nonverbal immediacy cues.
Immediacy-provoking behaviors such as close
proximity, forward body lean, relatively direct body
orientation, frequent and extended mutual eye contact,
frequent use of gestures, relaxation, frequent touching,
touch to specific "intimate" body regions, wearing of
similar clothing, punctuality, length of time spent
together, and the sharing of personal space and territory
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correlate with increased interpersonal satisfaction
(Burgoon & Saine, 1978; Cappella, 1983; Patterson,
1983; Henley, 1977; & Mehrabian, 1971).

Some of these

immediacy-provoking behaviors fall under the nonverbal
catagories of kinesics, haptics, proxemics, oculesics,
chronemics, and environment.

Reviewing these indivioual

variables that form nonverbal immediacy behavior leads to
a more thorough understanding of interpersonal interactions which initiate liking and satisfaction.
This study includes a review of six categories from
these immediacy provoking behaviors. Health care communication literature emphasizes and focuses on these nonverbal categories in the doctor-patient relationship.
Some of these nonverbal categories appear as the most
predominant nonverbal immediacy cues stated in the health
care communication literature.

The six categories chosen

for this study include kinesics, haptics, proxemics,
oculesics, chronemics, and environment.

Kinesics
Kinesics, which encompasses the study of posture,
gestures, and facial expressions, has important effects
on immediacy (Mehrabian, 1972).

For instance, it is

possible to determine a person's degree of immediacy by
observing posturing behavior (Burgoon & Saine, 1978;
Malandro & Barker, 1983).

Mansfield (1973) implies that
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not only posturing behavior but also gestures, facial
expressions, and touching convey a greater sense of
empathy than could be captured with words alone.
Additionally, Richmond et al. (1987) suggest that a nonrigid, erect body position with a foward lean encourages
immediacy without any spoken word.
The use of gestures forms another means of promoting
immediacy.

Emblems, gestures, and movements with a

similar direct verbal translation convey a commonly
understood specific message and demonstrate messages of
immediacy or nonimmediacy.

Illustrators closely link

gestures with spoken language and can determine immediacy.
Additionally, regulators which control the flow of
communication in an interpersonal interaction can aid in
substantiating immediacy within a relationship (Richmond
et al., 1987).
In further analyzing postures and gesturing,
Richmond et al. (1987) indicate that some illustrators
such as negative head nods, slouching posture, and leaning back decrease immediacy.

For example, highly rated

listeners are perceived to be more empathetic when leaning forward, whereas, they are judged to be threatening
when they assume an upright sitting postion (Guenther &
Moughan, 1977).

Blondis and Jackson (1977) also report

that nurses learn to recognize a patient's squirming,
gesturing, and general uneasiness by watching for kinesic
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cues that promote caring responses leading to patient
satisfaction.
Facial expressions which communicate detailed information about states and emotions related to immediacy
and caring form another component of kinesics (Izard,
1977).

For instance, Hippocrates urged physicians to

study the patient's face first in order to gauge her/his
discomfort (Chadwick, 1950). Similarly, facial
expressions have been used to determine the amount of
women's discomfort in labor. These expressions signal
doctors and nurses to respond to the patient, leading to
a greater sense of immediacy (Leventhal & Sharp, 1965).
These behavioral cues such as facial expressions,
gesturing, and body postioning all aid in determining an
individual's immediacy behavior.

Haptics
Haptics is the study of the communicative aspects
of touch (Richmond et al., 1987).

Touching behavior can

effectively communicate immediacy. Burgoon and Saine
(1978) found that touching behaviors such as hand-to-hand
contact, hand-to-forearm, and hand-to-back contact
increase immediacy.

Various studies, however, indicate

that rubbing, caressing, and squeezing have promoted
intimacy, not necessarily immediacy (Burgoon & Saine,
1978; Richmond et al., 1987).

Breed and Ricci (1973)
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similarly report that touching behavior alone does not
convey immediacy; they suggest, instead, to determine
immediacy that one must consider the individual's
intentions for touching.

In contrast, avoidance of touch

can lead to a message of exclusion or disconfirmation,
reducing immediacy and satisfaction in interpersonal
interactions (Burgoon & Saine, 1978).
Researchers have found tnat touching plays a role
in gender differences within relationships as it pertains
to immediacy.

Jourard (1966), one of the earliest

researchers in this area, had unmarried male and female
students complete questionnaires on which body regions
they had touched or had been touched by various specific
individuals.

Jourard reports that females touch more

often than males.

Morris (1977) indicates supplemental

data suggesting that men are more frequently touched.

In

this study, Morris judged touching frequency by observing
10,000 photographs taken randomly from several news
magazines and newspapers.

Helsin and Boss (1976) in

a similar study using observational methods of discerning
touching frequency also found that males more frequently
touch females than women touch males.

Helsin and

Patterson (1982) in an observational study of comics and
films in America report the same male touching patterns
as Henley (1977).
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Touching forms a vital tool of doctor-patient relations in health care communication.

Montague (1978)

writes that all aspects of medicine should view touching
as an indispensible act.

Bowlby (1969) and Harlow (1958)

show that physical contact becomes crucial in infant
development and that this need remains continuous
throughout life. This stress on interpersonal contact is
reflected throughout the health care field. The field of
nursing also gives evidence of necessary touching
behavior.

Nurses often report cases where patients dis-

close personal information during a back rub, a bath, or
other usual intimate forms of touching (Johnson, 1965).
Researchers also recommend that doctors pay close
attention to their own nonverbal cues.

Hirsh (1986)

suggests that physicians greet their patients with a
handshake and a smile.

If the patient is very ill, the

doctor should place a hand on the patient's hand or arm
as contact.

Proxemics
Proxemics is the study of the use of space and
territoriality in interpersonal interactions.

Richmond

et al. (1987) indicate that space plays an important
role in the development of immediacy between individuals.
Patterson and Sechrest (1970) report that people who like
each other have a greater tendency to move closer to each
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other than those individuals who dislike each other.
They state that physical propinquity can lead to
increased satisfaction with the relationship.
Closeness also indicates immediacy if it occurs
during certain situational contexts.

Sommer (1969)

suggests that in order to know how close one should get
to another, the person should decrease interpersonal
distance until someone complains.

When people feel their

interpersonal boundaries invaded, they begin to feel
uncomfortable or threatened.

These feelings of dis-

comfort can produce levels of non-immediacy (Hall, 1966).
For example, Patterson, Mullens, and Romano (1971) conducted a study observing immediacy of space intrusion in
a university library.

Unsuspecting students showed

evidence of using various nonverbal behaviors to communicate their discomfort at the confederates' invasion of
their personal territory.

They demonstrated behaviors

such as leaning away, blocking by turning away, or using
a hand or elbow.

In some instances the personal dis-

comfort was so great as to prompt flight from the
situation.

People who violate personal boundaries are

generally seen as being aggressive, rude, obnoxious, and
over-bearing (Richmond et al., 1987).
Some research in health care communication suggests
that doctors who rate high in rapport sit slightly closer
to their patients and frequently change distance
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by leaning forward or moving closer (Harrigan, Oxman,
& Rosenthal, 1985).

Oculesics
Oculesics, the study of eye behavior, forms one of
the most important nonverbal stimuli.

People usually

respond when someone stares at them although a stare may
have either a negative or positive connotation depending
on whether it projects arousal or threatening response in
the respondent (Ellsworth, 1975).

The depth of immediacy

perception depends on length and type of gaze (Rubin,
1970).

Thayer and Schiff (1974) report that individuals

look at someone for a long time when they like the object
of their gaze.

They also suggest that when people see

someone they like, their pupils dilate.

Pupil dilation

has been indicatrd as a sign of personal receptiveness to
others (Janisse & Peaviler, 1974). Exline and Winters
(1965) successfully manipulated likeability to produce
different immediacy behaviors. Those subjects who
considered themselves insulted by the experimenters
exhibited fewer mutual gazing responses than those
subjects who felt complimented by the experimenters.
Harrigan et al (1985) found that physicians judged
to have high rapport with their patients engaged in low
mutual gaze with their patients when they themselves
initiated the eye contact.

They were more likely,
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however, to continue a gaze when glanced at by the
patient.

The physicians when not looking directly at the

patients glanced down at their clip boards, a behavior
which gave their patients the perception that they were
concerned and attentive.

In contrast, lack of caring can

be expressed by repeatedly gazing away from the patient
or playing with a paper clip.

These signs can indicate

to the patient that the doctor lacks interest in the
patient's problem.

Glancing at a watch or clock also

implies a lack of concern and signifies that a doctor is
too busy to hear a patient's problems.

This situation

may lead to non-immediacy (Kriepe & Jack, 1987).

Chronemics
Chronemics, the study of time and people's perception of how time is used (Hall, 1966), also forms an
important factor in indicating immediacy and caring.
For example, people in American business culture who
exhibit poor time management skills are often viewed
in a negative fashion. Those who arrive promptly project
themselves as caring, bright, and interesting (Malandro
& Barker, 1983).

The American business practice of

placing heavy emphasis on the importance of promptness
by job applicants supports this concept (Gorden, 1975).
People who respond slowly to questions and who make
others wait generate feelings of anxiety and irritation
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in others (Richmond et al., 1987).
Although chronemics plays an important role in
doctor-patient relationships, little actual information
about it exists.

Most of the research simply alludes

to chronemics in the doctor-patient relationship
on an inferential basis. DiMatteo (1979), however,
identified a slight relationship between the amount of
time patients are ::ept waiting by their physicians and
perceived immediacy.

Those patients who were kept wait-

ing longer felt less immediacy with their doctor than
those who waited only a short time before seeing the
doctor.

Environment
Environment forms the last variable affecting
immediacy addressed by this study. Nonverbal environment entails such factors as architecture, spatial
arrangements, lighting, temperature, and color. Environment factors often dictate communication relationships
have various perceptual characteristics.

Certain

environments convey visual cues that induce varied
feelings of formality, warmth, privacy, familiarity or
constraint, and distance.

Greater formality usually

correlates to tense, superficial, and hesitant
communication (Richmond et al., 1987).

If the

environment suggests warmth and familiarity, the
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communication will tend toward relaxation and intimacy
(Richmond et al., 1987).

Additionally, if the environ-

ment creates an atmosphere of privacy, individuals tend
to use closer speaking distances and divulge more information about themselves (Knapp, 1980).

Environmental

settings, therefore, can influence the level of immediacy
and non-immediacy in interpersonal communication.
Researchers have found many ways to manipulate
immediacy by altering environmental stimuli. Osmond
(1959) discovered that external environments influence
social interactions.

He found that by changing seating

arrangements he could create feelings of either competition or affiliation.

Certain seating arrangements lead

to immediacy; sitting side-by-side, using corner seats,
or using face-to-face seating promotes higher levels of
immediacy. Sitting at the opposite ends of a table promotes competetiveness.
Environmental factors can play a crucial role in the
doctor-patient relationship, yet few studies in health
care communication have targeted environmental attributes
as their primary research question.

Hirsh (1986) claims

that in order to place a patient at ease and increase
immediacy the doctor must make the examination room as
comfortable as possible. This condition might include
such factors as comfortable temperature, uncluttered
environment, and proper distancing between doctor and
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patient during the medical interview.

Patient Satisfaction With Physician
Research suggests that a relationship exists between
immediacy and satisfaction.

This relationship has

dynamic ramifications in health care communications,
specifically in the relationship between doctor and
patient.

An affective component of the doctor-patient

relationship includes maintaining good manners and
feelings of respect and compassion for patients (Headlee
& Tepper, 1972).
Understandably the physician's communication
patterns with a patient may become more critical than
content itself (Street & Wiemann, 1987), as evidenced by
patients who show dissatisfaction with the affective
component of the doctor-patient relationship and "shop"
in search of doctors who provide expressions of caring
and understanding (Kasteler, Kane, Olsen, & Thetford,
1976).

Patients often express anger with doctors who

lack doctor-patient rapport by suing them for malpractice
and continuing to search for an attentive likeable doctor
(Bartlett, 1981).
Research which focuses on patient liking of
physicians invariably includes the concepts of satisfaction and dissatifaction. Patients tend to become
dissatisfied when receiving insufficient, contradictory,
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information from their physician (Korsch & Negretz, 1972).
Some researchers even feel that patients' misunderstanding and confusion may stem from physicians' desire to
control the communication environment.

This control

allows the doctor to manipulate the relationship and
control the power relationship (Matthews, 1983).

A

need for such power may stem from medical students being
taught to have control over doctor-patient relationships.
(Platt & McMath, 1979).

Medical students receive

instruction on how to handle medical procedures in a
restricted doctor's office under specific time constraints (Sankar, 1986).

Unfortunately, the failure to

relinquish power to the patient generally causes the
patient to feel dissatisfied (Sankar, 1986).
Some research indicates that individuals more readily
institute malpractice litigation

when dissatisfied with

a doctor's communication effectiveness in the doctor
patient relationship than if their dissatisfaction
stemmed from a physician's lack of proper technical
quality (DiMatteo & Haynes, 1980). Another common mistake
made by doctors is the adoption of one way intE.,--action in
the doctor-patient relationship (Barnland, 1976). Several
researchers claim that the lack of communication in the
doctor-patient relationship creates voids of misunderstanding and dissatisfaction (Todd, 1983; Fisher, '982;
West, 1982).
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The assessment of satisfaction remains an important
factor because it can predict how patients will or will
not use health care facilities (Marquis, Davies, & Ware,
1983). Several studies have shown that if physicians
reduce misunderstanding and increase the amount of information communicated to patients, the patients will, in
turn, be more satisfied (Ley, 1976; Haynes, 1979;
Bartlett, 1980).

Improved doctor-patient relations,

increases patient's satisfaction with physicians and
decreases the likelihood of medical litigation is less
likely (Kasteler, et al., 1976).
Considering that doctors spend at least fifty percent of their time talking with their patients, it is
not surprising that physicians' interpersonal skills can
significantly affect and increase patient satisfaction
(Dimatteo et al., 1980). It also appears that the
physician's time spent with a patient must be perceived
as being adequate by the patient.

Explanations of health

issues must be understandable in order to assure greater
patient satisfaction (Gerace & Sangster, 1987).
Effective communication between doctor and patient
serves as a prerequisite to patients' satisfaction with
the health care experience (Spiro & Heidrich, 1983).
Additionally, patient decoding of the physician's nonverbal communication helps to clarify the ongoing interaction and process of health care (Knapp, Hart, & Dennis,
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1974).

For example, doctors' nonverbal communication

abilities can influence the outcomes of medical care,
such as patient satisfaction and compliance (Waitzkin,
& Waterman, 1974).
In reviewing the literature, Larsen and Smith (1981)
found that few studies exist which consider the relationship between several nonverbal categories measuring nonverbal immediacy and satisfaction within the doctorpatient relationships; yet they report significant correlations between patients' satisfaction with their
physicians and physicians' immediacy as measured by forward leans and direct face-on interactions. In support of
Larsen and Smith's research in which physicians' forward
leans correlate positively with patient satisfaction
with their physician, Comstock et al. (1982) report that
doctors' verbal and nonverbal behaviors correlated
positively with patient satisfaction.

Although some data

are available which claim that individual behavioral
immediacy cues have a positive correlation with
satisfaction, there is a resounding theme missing in the
entire body of literature.

Existing research does not

analyze several nonverbal categories which measure
physicians' immediacy behavior and correlate them with
patients' satisfaction with their physicians.
Throughout most health care communication research
the emphasis has focused on studying doctors' perceptions
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of patients' nonverbal cues, not patients' perceptions of
doctors' nonverbal cues. Researchers have looked at
specific aspects of nonverbal immediacy and how these
aspects relate to satisfaction; yet, none have
collaborated on an all-encompassing instrument to measure
nonverbal immediacy beyond Mehrabian's initial observational techniques.

This study examines the relation-

ship which exists between satisfaction and nonverbal
immediacy.
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The Research Question
Designed to use a socio-cultural based methodology,
this study utilizes a holistic approach and understanding
toward a complex interaction.

One scale measuring

physician nonverbal immediacy and another scale measuring
patient satisfaction with physician aids in recording the
analysis.

The research focuses attention on a question

which remains unanswered in this area of communication
studies.

H/

The formal proposition is that:

A positive meaningful correlation exists between
patients' perceptions of physicians' nonverbal
immediacy and patients' satisfaction with their
physicians.

Null hypothesis:
There is no meaningful positive correlation between
patients' perceptions of their physicians' nonverbal
immmediacy and patients' satisfaction with their
physicians.

CHAPTER III

METHODOLOGY

This study examines the relationship between
patients' perceptions of their physicians' nonverbal
immediacy and patients' satisfaction with their physicians using a newly designed instrument to measure these
specific variables. One hundred and eighty-nine patients
completed questionnaires designed to determine if a significant correlation exists between both measures. Each
respondent was a patient of a male, Caucasian, general or
family practitioner and/or internist practicing medicine
in one of three varying southcentral Kentucky communities.
The data analysis includes reliability coefficients,
factor analysis, multiple regression analysis, Pearson
correlations, distribution of composite scores,
examination of responses to all individual questions,
Eta analysis, and analysis of variance.

Physicians
Six male Caucasian physicians specializing in family
practice, general practice, or internal medicine took part
in this study. Physicians with these three specialities
27
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were chosen because they all deal with the same broadbased, daily medical problems, and that they are not
generally considered sub-specialists.

Each physician was

approached through a networking process. Several of the
physicians share offices with other doctors and
substitute for each other during illness or vacation.
All physicians' offices are located in one of three southcentral Kentucky towns which range in population from
approximately ten thousand to fifty thousand people.
The researcher approached eight local physicians willing
to provide voluntary assistance and eventually eliminated
two of them because of scheduling difficulties.

Respondents
The number of patient subjects totals one hundred
and eighty-nine; each respondent is a patient of the
physician for whom he or she completed the questionnaire.
Respondents range in age from eight to eighty-six with
seventy-two males and one hundred seventeen females.
Subject selection occured as each patient exited the
examination room into the lobby area.

As the patients

exited the examination room during the course of the day,
they were approached by a research confederate who
administered the questionnaire. Thirty respondents were
selected from each of the five physicians' offices, and
thirty-nine were chosen from the sixth.
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Instrument
This study used a twenty-four item questionnaire
composed of two sections; the first section measures
patients' perceptions of their doctors' nonverbal immediacy, and the second section measures patients'
satisfaction with their physicians.

Eleven demographic

questions determined the representativeness of the sample
of patients and were used for demographic analysis.
The Nonverbal Immediacy Scale, based on nonverbal cues,
comprises the first twelve questions. These questions
result from conceptual ideas inspired by Mehrabian and
Richmond's review of immediacy based behavior.

The

second part of the instrument contains the patients'
satisfaction with their physicians scale (Satisfaction
Scale) which incorporates three modified questions from
Friedman's (1979) Caring and Sensitivity Scale along with
nine other originally designed questions which measure
patients' satisfaction with their physicians. Particular
questions were selected from the Caring and Sensitivity
Scale based on the degree to which they related to
patients' satisfaction with their doctors. Scales used
in this study were entirely new and lack previous reliability and validity. A pre-test, however, was conducted
using both scales.

The results from the pre-test led to

minor changes in some of the word choices in a few
questions.
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Nonverbal Immediacy Scale
The Nonverbal Immediacy Scale consists of twelve
questions with a three-point response set. The twelve
questions were divided into six sets of pairs with each
set respresenting a nonverbal behavior category. The
summation of the scores of the twelve questions produces
a composite score of nonverbal immediacy allowing for a
total possible range of a minimum score of twelve to a
maximum score of thirty-six points (see table 1, p. 31).
Nonverba] immediacy behavior consists of a series of
interactive nonverbal cues consciously or unconsciously
projected by an individual and perceived by others as
psychological or physical closeness. The various categories of nonverbal immediacy include factors of
kinesics, haptics, proxemics, oculesics, chronemics, and
environment. Health care communication literature emphasizes and focuses upon these nonverbal immediacy cues
within the doctor-patient relationship.
Kinesics.

Kinesics refers to movement, including

all the forms of body movement, excluding touch, that act
as nonverbal communication (Burgoon & Seine, 1978).
Birdwhistell (1970) recognizes eight body areas critical
in relaying kinesic behavior: total head; face; neck;
trunk and shoulders, shoulder, arms, and wrists; hands and
fingers; hips, upper legs, lower legs, and ankles; and
feet. Generally, more foward leans and more positive
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TABLE 1
PATIENTS

PERCEPTION OF PHYSICIANS' NONVERBAL IMMEDIACY
SCALE
(NONVERBAL IMMEDIACY SCALE)

QUESTION 1

Was there direct eye contact when the doctor
greeted you before your examination?

QUESTION 2

How mucT, did the doctor nod his head "yes" when
listening to you?

QUESTION 3

Outside of the examination, how much did the
doctor touch you?

QUESTION 4

How comfortable was the examination room?

QUESTION 5

How rushed did you feel during your visit with the
doctor?

QUESTION 6

Did the doctor give you direct eye contact when he
was listening to you?

QUESTION 7

During the visit was the doctor: leaning backward,
sitting or standing upright, or leaning forward?

QUESTION 8

How tar away from the doctor were you most of the
time?

QUESTION 9

What was between you and your doctor during your
visit?

QUESTION 10

How long did your wait to see your doctor after the
scheduled appointment time?

QUESTION 11

During most of your visit where did the doctor stand
or sit?

QUESTION 12

Except during the actual examination how often did
the doctor touch you?
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gesturing leads to high immediacy between indivduals.

In

this study, kinesics is operationally measured by two
three-point response set questions measuring head
nodding and degrees of posture presented by the physician
(see table 2, p. 33).
Haptics.

Haptics, the study of the use of touch as a

form of nonverbal interpersonal communication, includes
touch on head, hand, forearm, shoulder, back, patting,
squeezing, handshakes, stroking, and hugging (Burgoon &
Saine, 1978).

Generally, a greater degree of touching

between two parties yields higher immediacy. In this
study, responses to two three-point response set
questions measuring how much and how often the physician
touched the patient operationalized haptic levels
(refer to table 2, p. 33).
Proxemics.

Proxemics involves the study of the use of

space, including space orientation and territoriality in
interpersonal communications. Proxemic nonverbal cues
include such behavior as moving, standing, or sitting
closer to another individual, direct body orientation,
and forward leaning (Hall, 1966). Closer proxemics between
two individuals generally relates positively with higher
immediacy.

In this study the respondents answered

questions pertaining to the distance they were from the
physician in feet and, the location and position of the
doctor during the patients visits (refer to table 2, p. 33)
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TABLE 2
LIST OF INITIAL NONVERBAL IMMEDIACY DIMENSIONS

OCULESICS

KINESICS

HAPTICS

01

Was there direct eye contact when the dcctor
greeted you before the examination?

06

Did the doctor give you direct eye contact when
he was listening to you?

02

How much did the doctor nod his head "yes"
when listening to you?

07

During the visit was the doctor most often leaning
backward, standing or sitting upright, or leaning
forward?

03

Outside of the examination, how much did the
doctor touch you?

012

Except during the actual examination how often
did the doctor touch you?

ENVIRONMENT 04

CHRONEMICS

PROXEMICS

How comfortable was the examination room?

09

What was between you and your doctor during
your visit?

05

How rushed did you feel during your visit with the
doctor?

010

How long did you wait to see your doctor after the
scheduled appointment time?

08

How far away from the doctor were you most of the
time"

011

During most of your visit where did the doctor
stand or sit?
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Oculesics.

Argyle and Cook (1983) define oculesics as

the use of gaze and eye contact in interpersonal communication.

Oculesic nonverbal cues related to immediacy

enhancement generally include prolonged durations of eye
contact and directness of gaze (Richmond et al., 1987).
In this study, subjects were questioned as to whether the
doctor made direct eye contact during his initial greeting
and whether the doctor established direct eye contact
while listening to the patient (refer to table 2, p. 33).
Chronemics. Chronemics refers to the use of time
as a form of nonverbal communication. Immediate responses
to questions, promptness, and duration of time together
are all interpersonal behaviors which often used to
initiate immediacy (Hall, 1966). The less people perceive
others as keeping them waiting or rushing them, the
greater the likelihood of greater immediacy. This study
measures chronemics operationally by asking questions
referring to how rushed the patients felt and the amount
of time they waited before the exam (refer to table 2,
p. 33).
Environment. Environment refers to the situational
context in which the interpersonal relationship takes place.
This concept includes factors such as external stimuli,
color, atmosphere of surroundings, furnishings, and amount
of lighting (Richmond et al., 1987).

Immediacy between

individuals increases when there are fewer physical
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objects located between both the parties. Environment is
defined operationally in this study by asking questions
referring to what objects separated the patient and the
physician during the medical interview and the comfort
of the room (refer to table 2, p. 33).

Satisfaction Scale
The satisfaction scale consists of twelve threepoint response set questions. A summation of the score
in the twelve questions produced a composite score representing patients' satisfaction with their physicians.
Possible composite scores range from twelve to thirty-six;
the lower the score the lower the rate of physician satisfaction, and the higher the score the greater the satisfaction.
All the questions pertain to patients' perception
of their doctor-patient relationship. Some questions
appear to refer to physicians' listening abilities, the
demonstration of concern, their trust, and their adequate
explanation of medications and treatments. Other questions seem to focus on how good a job the patient
believes the physician is doing and how they feel about
their doctors' visit (see table 3, p. 36).
This study operationalizes the term satisfaction as
the patients' feeling content with their physician. This
includes the patients' feeling content or satisfied
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TABLE 3
PATIENTS' SATISFACTION WITH THEIR PHYSICIANS SCALE
(SATISFACTION SCALE)

QUESTION

13

How much Loes your doctor usually care about you as a person?

QUESTION

14

How well can your doctor generally tell if you are worried?

QUESTION

15

Does your doctor ordinarily explain your medical condition to you?

QUESTION

16

Does your doctor usually listen to what you have to say?

QUESTION

17

Do you feel you can often tell this doctor if something goes
wrong?

QUESTION

18

Do you want to see this doctor again?

QUESTION

19

Do you believe your doctor should spend more quality time with
you after the examination?

QUESTION

20

Do you feel that you can call your doctor at home anytime?

QUESTION

21

If your doctor admitted you to the hospital would he make a
hospital call to see you?

QUESTION

22

Does your doctor generally explain your treatment to you?

QUESTION

23

When you are finished with the doctor's visit, do you ordinarily feel
bad about your visit, neutral about your visit, or good about your
visit?

QUESTION

24

Does your doctor do the best he can?
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by experiencing trust, understanding, confidence, and
respect from their physicians.

Satisfaction requires

that the patients feel that these traits are reciprocated
by their doctors.

People generally remain satisfied when

they sense immediacy from another person both verbally
and nonverbally. This general principal has led investigators to study both satisfaction and immediacy relationships (Cappella, 1983; Patterson, 1983; Mehrabian,
1971).

Demographics
The questionnaire includes several demographic items
which provide data needed to compare responses and
respondent characterics.

These demographic questions

include: number of people living in the patient's
immediate family including themselves, patient's highest
educational level obtained so far, the amount of times
the patient had visited the doctor within the year, the
reason for the current visit, the amount of pain or discomfort the patient was feeling, the length of time as
a patient, the source of referral to the doctor,
employment status, gender, age, and the day on which
the survey was completed.
Household. In this study, the household question
offers six responses which range from one through six.
Each response corresponds to the number of members in the
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patient's household (ie. answer 1 equals one person,
answer 2 equals two people, answer 3 equals three people,
answer 4 equals four people, answer 5 equals five people,
and answer 6 equals "other").
Education Level. All respondents were asked to
identify their education level. Possible responses range
from (1) some high school, (2) high school graduate, (3)
some vocational/technical school courses, (4) some
college, (5) college graduate, to (6) graduate work.
Visits. Six possible responses are given to allow
patients to indicate how many times they had seen their
doctor in the past year. Answers include one, two, three,
four to ten times, eleven to twenty times, and more than
twenty times.
Reasons. The respondents were asked to choose from six
possible reason which prompted them to see the doctor
including: (1) annual check up, (2) flu symptoms, (3)
another doctor referred me, (4) ongoing illness, (5) here
with someone else who is sick, and (6) other.
Pain. Three questions are used to indicate amount
of pain and discomfort felt by the respondent that day.
Three, three-point response set questions measure a lot
of pain and discomfort, some pain and discomfort, and no
pain or discomfort.
Length. Five possible responses are given to gauge
how long the patient had been a patient of this doctor.
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Responses include (1) less than a year, (2) one year, (3)
two-three years, (4) three-four years, and (5) five or
more years.
Referral.

This question asks how the patient found out

about this doctor. Possible responses are: advertisements in yellow pages, friend's recommendation, another
doctor, TV advertisements, newspaper advertisements, or
other.
Employment Status. This question asks whether
the patient is employed full-time, employed part-time,
or unemployed.
Remaining Demographic Questions. Three remaining
demographic questions relate to respondents' gender, age,
and the day of the week the patient completed the survey.

Procedure
Manipulation in this study involved administering
one hundred and eighty-nine questionnaires to patients of
six different physicians who had granted verbal permission before the project began. The researcher
met with each physician, explained the basic premise of
the study, and showed the instrument to the doctor. The
physicians, however, understood that they would not have
access to the results of each questionnaire.
After obtaining each physician's permission to
conduct the study, the researcher chose a confederate to
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administer the questionnaires to the patients as they
exited the examination room. Patients responded to the
questionnaire immediately following their examination
with the physician and without any explanation about the
questionnaire except that their participation would help
to complete a student's masters thesis. In order to
maintain anonymity, no names appeared on any part of the
questionnaires.
The confederate administered thirty questionnaires
at each of the five doctors' offices, and thirty-nine
forms at one office. The time frame for completing and
collecting the questionnaires from each doctor's office
averaged three or four days.

After collection of all

the questionnaires, the researcher assured the physicians
that they could obtain a copy of the final report and an
individual report detailing findings for the physicians'
personal reference.

Method of Data Analysis
Both scales produced interval level data. Throughout
the analysis, the alpha level was set at P<.05. In order
to test the hypothesis, a Pearson correlation was
conducted between composite satisfaction and composite
nonverbal immediacy scores. Also, a Pearson correlation
between individual nonverbal immediacy items and composite
satisfaction was necessary. A reliability analysis was
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then conducted for both scales. In order to further
establish sampling reliability, an ANOVA test was
conducted between both scales and all six doctors. The
ANOVA determined if there were any significant variance
between physician. The addition of the HSD Tukey test
procedure revealed that only two of the six physicians
varied significantly within both the nonverbal immediacy
scale and the satisfaction scale (see appendix B, p. 127).
After determining reliability coefficients for both
the nonverbal immediacy scale and the satisfaction scale,
further analysis was necessasary to discover both scales'
construct validities. Several analyses were used to this
puropose. First, a factor analysis of both scales aided
in finding clusters of questions which established several
dimensions for both scales. Second, a Pearson productmoment correlation helped to analyze relationships between
both scales' individual questions and their respective
composite scores. Third, a multiple regression between
individual questions for both scales and their respective
scales was conducted. Next, a factor analysis factored out
various dimensions for both scales. Finally, the same
statistical procedures used between individual questions
and their respective composite scores were also conducted
between the various dimensions of both scales and their
composite scores.
Following these procedures, distributions of scores
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for both composite scales were reported.

Next, responses

were given for each individual question in both scales and
all demographic questions. Finally, an Eta analysis aided
in determining whether a relationship exists between all
the demographic questions and both composite scores.

CHAPTER IV

RESULTS

The primary focus of this study was to determine if
there is a meaningful positive relationship between
patients' perceptions of physicians' immediacy and
patients' satisfaction with their doctors.

Data

collection and analysis produced evidence to determine if
such a relationship exists; however, statistical
procedures were not limited to testing the hypothesis.
In conjuction with producing results pertaining to the
hypothesis, it was important to determine the statistical
soundness of the test instruments, and to insure that
appropriate sample representation occurred. Therefore,
further analysis included: (1) a Pearson correlation
between both composite scores to test the stated hypothesis; (2) a Pearson correlation between twelve
nonverbal immediacy items and composite satisfaction;
(3) a reliabiltity analysis of the nonverbal immediacy
scale; (4) a construct validity analysis of the nonverbal
immediacy scale; (5) a reliability analysis of the
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satisfaction scale; (6) a construct validity analysis of
the satisfaction scale; (7) an examination of the distribution of scores on composite immediacy and composite
satisfaction; (8) an analysis of responses to individual
questions within the nonverbal immediacy scale; (9) an
analysis of responses to individual questions within the
satisfaction scale; (10) an anlysis of responses to
individual questions for demographics; and (11) an
analysis of the relationships between demographic
questions and both composite scales.
The first procedure utilized a Pearson correlation
between the composite nonverbal immediacy score and the
composite patient satisfaction score to determine if a
meaningful positive relationship exists. Next, a Pearson
correlation between the twelve nonverbal immediacy items
and composite satisfaction aided in establishing whether
any individual nonverbal question had a significant
correlation with patients' satisfaction with their
physicians. A reliability analysis then produced a
reliability coefficient for the nonverbal immediacy scale.
The Pearson correlation analysis between individual
immediacy questions and composite immediacy score
revealed whether a significant relationship exists
between each individual question and the composite nonverbal immediacy score. To establish what questions were
most significant in determining if the nonverbal
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immediacy scale measured patients' perceptions
of doctors' nonverbal immediacy, a stepwise multiple
regression analysis was regressed between individual
nonverbal immediacy items on the composite nonverbal
immediacy score.
After determining construct validity for individual
questions within the nonverbal immediacy scale, a factor
analysis was constructed to confirm whether the twelve
immediacy questions clustered together to form the six
initial nonverbal categories (refer to table 2, p. 33).
The use of a Pearson correlation between the initial nonverbal immediacy dimensions and the composite nonverbal
immediacy score assisted in discovering whether a
correlation exists between these factors. An additional
stepwise multiple regression analysis of the initial six
nonverbal immediacy dimensions (clusters of questions)
predicted which dimensions were most significant in
measuring physicians' nonverbal immediacy score.
Because initial factor analysis found that the
original six nonverbal immediacy dimensions did not
factor out as expected, another factor analysis created
four new immediacy dimensions. These new data were reanalyzed to determine their own construct validity. The
data were treated similarly to those of the initial six
nonverbal immediacy dimensions by using Pearson
correlation and a stepwise multiple regression analysis.

46
After establishing reliability and construct validity
for the nonverbal immediacy scale, the satisfaction scale
was analyzed to derive a reliability coefficient.
Similarly, a Pearson correlation was conducted between
the scale's individual items and the composite
satisfaction score to discover if a relationship exists
between the two. A factor analysis was processed to
discover if questions clustered together to form
satisfaction dimensions. Results found four satisfaction
dimensions factored out. A Pearson correlation between
the dimensions and these composite satisfaction scores was
conducted to conclude whether a corollary relationship
exists between these dimensions and the satisfaction
scale. This was followed by the administrati(n of a
stepwise muliple regression analysis between the
composite satisfaction score and satisfaction dimensions.
This analysis determined what was the most significant
dimension within the satisfaction score.
Finally, a distibution of scores was processed
to illustrate basic statistical data and response
patterns for both scales and each individual question in
these scales. First, responses by percent for both nonverbal immediacy and satisfaction scores were presented.
The second procedure included responses by percentages for
each individual question within the nonverbal immediacy
scale, the satisfaction scale, and the demographics. Eta
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analysis between demographic questions and each composite
score was the final statistical analysis procedure.

Testing the Hypothesis
The original research question on which this study
was based states:

H1 A meaningful positive correlation exists
between patients' perception of physicians' nonverbal immediacy and patients' satisfaction
with their physicians.

Pearson Correlation Between Both Composite Measures
This study found a .36 Pearson product-moment
correlation between composite nonverbal immediacy
and composite satisfaction (p <.01). This low correlation is illustrated by a scattergram showing a high density
of

plotted values for composite immediacy between com-

posite satisfaction scores of 19 to 25, while there exists
a concentrated range of plotted values for composite satisfaction between composite immediacy scores 26 to 33 (see
figure 1, p. 48).

Pearson Correlation Between Individual Nonverbal
Immediacy Items and Composite Satisfaction
One nonverbal immediacy question produced a
moderate correlation with composite satisfaction.
Question 5 referring to how rushed the patient felt
resulted in a correlation of .54 (p <.001).

Question 4

referring the comfort of the examination room yielded the

FIGURE 1
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PEARSON CORRELATION BETWEEN COMPOSITE SATISFACTION AND
COMPOSITE IMMEDIACY
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only other important correlation between nonverbal
immediacy and composite satisfaction (.39). Interestingly
though, Question 3 (-.01) about the amount of touching a
patient received and Question 12 (-.19) also referring to
touch resulted in very slight negative correlations (see
table 4, p. 50).

Nonverbal Immediacy Scale

Reliability of Composite Immediacy Scale
The next statistical procedure determined the reliability coefficient of the nonverbal immediacy scale.
The reliability coefficient was .6617 indicating a
moderate reliability figure. Reliability analysis using
Cronbach's alpha on the composite immediacy scale
indicated that the weakest item of the scale was Question
12 referring to physician touching. If question 12 were
deleted from the instrument, the alpha level would
increase to .6650. However, the alpha level would be
lowered to .6177 if Question 7, referring to physician's
posturing, was deleted from the scale. The difference
in the two resultant alpha figures was only .0473 (see
table 5, p. 51).

Stepwise Multiple Regression of Individual Immediacy
Items on Composite Nonverbal Immediacy
After determining the reliability figures for the
immediacy scale, a stepwise multiple regression analysis
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TABLE 4
PEARSON CORRELATIONS BETWEEN INDIVIDUAL NONVERBAL
IMMEDIACY ITEMS AND COMPOSITE NONVERBAL IMMEDIACY

Question 1
(Oculesics)

.1722
(N-189)
p<.009

Question 2
(Kinesics)

.1027
(N-188)
p<.080

Question 3
(Haptics)

-.0195
(N-188)
p<.395

Question 4
(Environment)

.3914
(N-189)
p<.000

Question 5
(Chronemics)

.5489
(N-189)
p<.000

Question 6
(Oculesics)

.2218
(N-188)
p<.001

Question 7
(Kinesics)

.1583
(N-188)
p<.015

Question 8
(Proxemics)

.1305
(N-185)
p<.039

Question 9
(Environment)

.0949
(N-189)
p<.097

Question 10
(Chronemics)

.1327
(N-188)
p<.035

Question 11
(Proxemics)

.1093
(N-188)
p<.068

Question 12
(Haptics)

-.1966
(N-189)
p<.003
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TABLE 5
RELIABILITY ANALYSIS
NONVERBAL IMMEDIACY SCALE
ALPHA- 6617
SCALE
VARIANCE
IF ITEM
DELETED

CORRELATED
ITEMTOTAL
CORRELATION

QUESTION 1
(Eye contact)

10.47

.3501

.1801

.6338

QUESTION 2
(Kinesics)

10.12

.3952

.2652

.6249

QUESTION 3
(Haptics)

10.98

.2223

.2814

.6542

QUESTION 4
(Environment)

10.78

.2230

.2372

.6557

QUESTION 5
(Chronemics)

10.89

.2174

.1975

.6558

QUESTION 6
(Eye Contact)

10.32

.4240

.2622

.6228

QUESTION 7
(Kinesics)

10.18

.4527

.2647

.6177

QUESTION 8
(Proxemics)

10.29

.3484

.2261

.6333

QUESTION 9
(Environment)

10.45

.3003

.1594

.6420

QUESTION 10
(Chronemics)

10.93

.1989

.1491

.6593

QUESTION 11
(Proxemics)

10.37

.3535

.1446

.6327

QUESTION 12
(Haptics)

11.23

.1530

.2567

.6650

A2

ALPHA
IF ITEM
DELETED
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was performed regressing questions one through twelve
against composite immediacy (see table 6, p. 53). The
results showed that: Question 6, concerning direct eye
contact, had the greatest influence upon the composite
score with an R of .55 and an R2 figure of .31.
Adding Question 8 to the regression, referring to how
far away the patient was from the physician, resulted in
a .70 multiple R and an R2 of .49. A final important
note showed that combined Question 6 and Question 8
represented almost 50 percent of the explained variance
in the composite nonverbal immediacy score (refer to
table 1, p. 31). A visual representation

of R2

differences, showing the increase in variance explained
that each question contributed to the composite immediacy
scale, appears in a pie chart (see figure 2, p. 54).

Pearson R Between Individual Nonverbal Immediacy Items
and Composite Nonverbal Immediacy
A Pearson correlation was used to find possible
relationships between individual immediacy items and the
composite immediacy score. All the questions showed a
moderate to low correlation with the composite nonverbal
immediacy score.

Four questions, however, revealed a

moderate correlation of .50 or higher (p <.001).

These

questions included Question 1 (.51) regarding amount of
direct eye contact; Question 2 (.54); amount of doctor's
nodding; Question 7 (.54) physician's posture; and finally
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TABLE 6
STEPWISE MULTIPLE REGRESSION OF INDIVIDUAL IMMEDIACY
ITEMS ON COMPOSITE NONVERBAL IMMEDIACY

MULTIPLE R

R2

F

DF

QUESTION 6
(Oculesics)

55881

.31227

80.37

1,177

QUESTION 8
(Proxemics)

.70417

.49586

86.55

2,176

QUESTION 2
(Kinesics)

.77373

59866

87.01

3,175

QUESTION 10
(Chronemics)

.82990

.68874

96.25

4,174

QUESTION 7
(Kinesics)

.86996

.75683

107.68

5,173

QUESTION 4
(Environment)

.89988

80978

122.03

6,172

QUESTION 3
(Haptics)

.92329

.85246

141.14

7,171

QUESTION 9
(Environment)

.94424

.89158

174.75

8,170

QUESTION 11
(Proxemics)

.96103

.92657

226.91

9,169

QUESTION 5
(Chronemics)

.97623

.95302

340.80

10,168

QUESTION 1
(Oculesics)

.98848

.97710

647.81

11,167

QUESTION 12
(Haptics)

1.0000

1 0000

7.1232+

12,166

FIGURE 2
INCREASES IN R2 VALUES IN TERMS OF VARIANCE EXPLAINED
USING A STEPWISE MULTIPLE REGRESSION OF INDIVIDUAL
IMMEDIACY ITEMS ON COMPOSITE IMMEDIACY
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Question 8 (.50) doctor's distance.

The remaining

questions showed correlations ranging from .31 to .45
(p <.001) (see table 7, p. 56).

Initial Nonverbal Immediacy Dimensions

Factor Analysis of Nonverbal Immediacy Loading
For Six Nonverbal Immediacy Factors
The next statistical procedure related to whether or
not the initial nonverbal immediacy questions clustered
together as expected. In the initial design of the nonverbal immediacy scale, six specific nonverbal categories
were used to develop the instrument. These categories
were kinesics, chronemics, proxemics, oculesics, environment, and haptics.

This study theorized that a balance

of these categories needed to exist within the nonverbal
immediacy scale.

Therefore, each of these six categories

was operationalized by two questions in order to formulate a balanced composite measure. (refer to table 2,
p. 33).
In order to confirm that these questions paired
together as anticipated, a factor analysis of composite
nonverbal immediacy scale was performed specifying six
factors. The rotated factor matrix showed that the
questions did not cluster as expected. Instead,
questions 3 and 12 factored as Dimension 1; questions

1,

2 and 6 factored as Dimension 2; questions 7, 8, and 9,
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TABLE 7
PEARSON CORRELATIONS BETWEEN INDIVIDUAL
IMMEDIACY ITEMS AND COMPOSITE NONVERBAL IMMEDIACY

2

Question 1
(Oculesics)

.51835

.52373

Question 2
(Kinesics)

.54220

.56113

Question 3
(Haptics)

.34219

.56892

Question 4
(Environment)

.41086

.62433

Question 5
(Chronemics)

.38469

.62183

Question 6
(Oculesics)

.55035

.48370

Question 7
(Kinesics)

.54724

.49202

Question 8
(Proxemics)

.50380

.57682

Question 9
(Environment)

.41325

.62400

Question 10
(Chronemics)

.36076

.61253

Question 11
(Proxemics)

.45711

.57933

Question 12
(Haptics)

.31461

.57578

Note: For all correlations, p<.001
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factored as Dimension 3; questions 4 and 5 factored as
Dimension 4; question 10 factored by itself as Dimension
5; and Question 11 also stood by itself as Dimension 6.
The factor analysis also determined that factor 1
explained 26.9 percent of the variance, factor 2 made up
14.6 percent of the variance and each remaining factor
contributed 9 percent or less (see table 8, p. 58).

Pearson R Between Initial Dimensions
and Composite Immediacy
A Pearson correlation was conducted between the composite nonverbal immediacy score and the six initial nonverbal immediacy dimensions (refer to table 6, p. 53).
Each of the dimensions resulted in a moderate to
high correlation with composite immediacy except Dimension 3 which revealed a correlation of only .39
(p <.001). The highest correlation existed between
Dimension 2 and the composite immediacy score with a
correlation of .71 (p <.001) (see table 9, p. 59).

Stepwise Multiple Regression of Initial Immediacy
Dimensions on Composite Nonverbal Immediacy
A step-wise multiple regression analysis of the
initial nonverbal immediacy dimensions on composite nonverbal immediacy was the next procedure. The purpose
was to determine whether the initial six dimensions of
nonverbal immediacy aided in predicting which dimensions
were most significant in predicting physicians' nonverbal
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TABLE 8
FACTOR ANALYSIS OF COMPOSITE NONVERBAL IMMEDIAC
USING INITIAL IMMEDIACY DIMENSIONS

Rotated Factor Matrix
Factor
1

Factor
2

Factor
3

Factor
4

Factor
5

Factor
6

01

.05400

.76703

.15479

.08010

.00022

.07064

02

.52286

.55614

-.00155

.12912

-.11508

.13549

03

.79232

.14523

.07341

-.04010

-.11297

-.03631

04

-.09456

.15329

-.04051

.75970

.28094

.08682

05

-.05066

.04857

.14042

.85289

-.07015

-.02274

06

-.06366

.74394

13689

.07248

.18551

.20831

07

.14419

.22331

.59634

.02096

-.00888

.30110

08

.14375

.05538

.69188

.18960

-.22177

.22302

09

-.08416

.11648

.74824

-.05250

.35105

-.19012

010

.03807

.08477

.02574

.13833

.88405

.10293

011

02303

.10064

.16314

.03540

09966

.89897

-.14709

.08420

-.16182

20888

.05812

012

Factor
1
2
3
4
5
6

.81092

Eigenvalue

% of Var

Cum %

2.62802
1.75577
1.13018
1.05465
.94809
.85936

21.9
14.6
9.4
8.8
7.9
7.2

21.9
36.5
45.9
54.7
62.6
69.8

Note Dimensions= (Cluster of Questions)
Dimension 1 = Questions 3, 12
Dimension 2 = Questions 1, 2, 6
Dimension 3 = Questions 7, 8, 9

Dimension 4 = Questions 4, 5
Dimension 5 = Question 10
Dimension 6 = Question 11
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TABLE 9
PEARSON CORRELATIONS BETWEEN INITIAL NONVERBAL IMMEDIACY
DIMENSIONS AND COMPOSITE NONVERBAL

IMMEDIACY

INITIAL NONVERBAL IMMEDIACY DIMENSIONS
1

2

3

4

5

6

.6517
(n=188)
p<.001

.7164
(n-187)
p<.001

.3946
(n=18b)
p<.001

.5578
(n=189)
p<.001

.5154
(n=188)
p<.001

.6279
(n=184)
p<.001

Composite
Immediacy

Note:
Dimension 1 = Oculesics

(Questions 1, 6)

Dimension 2 = Kinesics

(Questions 2, 7)

Dimension 3 = Haptics

(Questions 3, 12)

Dimension 4 = Environment

(Questions 4, 9)

Dimension 5 = Chronemics

(Questions 5, 10)

Dimension 6 = Proxemics

(Questions 8, 11)
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immediacy.

The analysis showed that Dimension 2, com-

prised of questions 2, and 7, yielded an R of .71 and
an R2 of .51 (see table 19, p. 61). Adding Dimension 4
to the regression, formulated from questions 4 and 9,
resulted in a multiple R of .85 and a .73 R2 value.
These data account for Dimension 2 alone accounting for
51 percent of the variance explained in the composite
immediacy score; combining Dimension 2 and Dimension 4
accounted for 73 percent of the variance explained in the
composite score. The remaining four dimensions combined
accounted for only 27 percent increase in variance
explained in the composite immediacy score (refer to
table 10, p. 61). A visual representation of R2
differences, showing the increase in variance explained
that each initial nonverbal immediacy dimension
contributed to the composite nonverbal immediacy score
(see figure 3, p. 62).

New Nonverbal Immediacy Dimensions

Factor Analysis of New Nonverbal Immediacy Dimensions
After reporting the construct validity of the initial
dimensions, the researcher felt it important to perform
another factor analysis using no prescribed number of
factors. This factor analysis revealed only four dimensions for nonverbal immediacy. Dimension 1 clustered
questions 7, 8, 9 and 11; Dimension 2 clustered questions
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TABLE 10
STEPWISE MULTIPLE REGRESSION OF INITIAL NONVERBAL IMMEDIACY
DIMENSIONS ON COMPOSITE NONVERBAL IMMEDIACY

MULTIPLE R

R2

DF

Dimension 2
(Kinesics)

.71779

.51523

188.11

1,177

Dimension 4
(Environment)

.85545

.73179

240.09

2,176

Dimension 6
(Proxemics)

.90130

.81234

252.51

3,175

Dimension 5
(Chronemics)

.93692

.87782

312.54

4,174

Dimension 3
(Haptics)

.97060

.94207

562.62

5,173

Dimension 1
(Oculesics)

1.00000

1.00000

7.1468

6,1724

Note: (Dimensions = Ciusters of Questions)
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FIGURE 3
INCREASES IN R2 VALUES IN TERMS OF VARIANCE EXPLAINED
USING A STEPWISE MULTIPLE REGRESSION OF INITIAL NONVERBAL
IMMEDIACY DIMENSIONS ON COMPOSITE NONVERBAL IMMEDIACY
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1, 4, 5 and 6, Dimension 3 clustered questions 2, 3, and
12; and Dimension 4 consisted of question 10 (see table
11, P. E4).
The factor analysis of the new nonverbal immediacy
dimensions indicated that Dimension 1 explained 21.9
percent of the variance in the composite nonverbal
immediacy score; Dimension 2 explained 14.6 percent;
Dimension 3 explained 9.4 percent; and Dimension 4
explains only 8.8 percent (see table 12, p. 65).

Pearson R Between New Nonverbal Immediacy Dimensions
and Composite Nonverbal Immediacy
Next, a Pearson correlation analysis was conducted
between the new nonverbal immediacy dimensions and the
composite nonverbal immediacy score (refer to table
11, p. 64).

This showed a moderate to high correlation

between three out of the four new nonverbal immediacy
dimensions and the composite nonverbal immediacy score.
DimenLion 1 exhibited a high correlation of .75, Dimension
2 had a high correlation of .70, Dimension 3 had a
moderate correlation of .54, and Dimension 4 with only
one question showed a low correlation of .36 (p <.001)
(see table 13, p. 66).

Stepwise Multiple Regression of New Immediacy
Dimensions On Composite Nonverbal Immediacy Score
Step-wise multiple regression analysis of the new
nonverbal immediacy dimensions on the composite immediacy
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TABLE 11
LIST OF NEW NONVERBAL IMMEDIACY DIMENSIONS

DIMENSION ONE;

DIMENSION TWO

DIMENSION THRFF

DIMENSION FOUR

07

During the visit was the doctor most often
leaning backward, sitting or standing
upright, or leaning forward?

08

How far away from the doctor were you
most of the time?

09

What was between you and your doctor
during your visit?

011

During most of your visit where did the
doctor stand or sit?

01

Was there direct eye contact when the
doctor greeted you before your
examination?

04

How comfortable was the examination
room?

05

How rushed did you feel during your visit
with the doctcr?

06

Did the doctor give you direct eye contact
when he was listening to you?

02

How much did the doctor nod his head
"yes" when listening to you?

03

Outside of the examination, how much did
the doctor touch you?

012

Except during the actual examination, how
often did the doctor touch you?

010

How long did you wait to see your doctor
after the scheduled appointment time?
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TABLE 12
FACTOR ANALYSIS OF NEW NONVERBAL IMMEDIACY DIMENSIONS
Rotated Factor Matrix:
Factor
1

Factor
2

Factor
3

QUESTION 1
(Oculesics)

.25595

.50433

28966

-.06178

QUESTION 2
(Kinesics)

.12650

.37668

.67390

-.09032

QUESTION 3
(Haptics)

.05908

-.05711

.78137

-.08003

QUESTION 4
(Environment)

-.02747

.70059

-.13464

.31879

QUESTION 5
(Chronemics)

.04559

.68665

-.14951

-.03946

QUESTION 6
(Oculesics)

.35177

.51614

.18567

.14739

QUESTION 7
(Kinesics)

.68655

.10287

.17592

-.02824

QUESTION 8
(Proxemics)

68340

.12211

.09154

-.23409

-.03370

-.12552

.24321

Factor
4

QUESTION 9
(Environment)

.65426

QUESTION 10
(Chronemics)

.11271

.14709

.00955

.88451

QUESTION 11
(Proxemics)

.49929

.12475

.09275

18522

QUESTION 12
(Haptics)

.07461

-.33085

.70175

.25890

FACTOR
1
2
3
4

Eigenvalue
2.62802
1.75577
1.13018
1.05465

Dimension
Dimension
Dimension
Dimension

1
2
3
4

=
=
=
=

QUESTIONS 7, 8, 9, 11
QUESTIONS 1,4, 5,6
QUESTIONS 2, 3, 12
QUESTION 10

% of Var
21.9
14.6
9.4
8.8

Cum %
21.9
36.5
45.9
54.7
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TABLE 13
PEARSON CORRELATIONS BETWEEN NEW NONVERBAL IMMEDIACY
DIMENSIONS AND COMPOSITE NONVERBAL IMMEDIACY

Dimension
1

Dimension
2

Dimension
3

.7056
(n=183)
p<.001

.5464
(n=187)
p<.001

Dimension
4

Cornposite
Immediacy
.7530
(n=189)
p<.001

Note:
Dimension 1 = QUESTIONS 7, 8, 9, 11
Dimension 2 = QUESTIONS 1, 4,5,6
Dimension 3 = QUESTIONS 2, 3, 12
Dimension 4 = QUESTION 10

.3608
(n=188)
p<.001
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score was the next analysis. The multiple regression
design predicted each dimension's contribution to the
composite nonverbal immediacy score. Dimension 1 had an
R value of .75 and an R2 of .57. The addition of
Dimension 2 produced a multiple R of .90 and an R 2
of .81 (p <.001). Dimension 3 produced a multiple R
of .98 and an R2 of .96 (p <.001). Dimension 4 had a
multiple R of 1.0 and an R2 of 1.0 (p <.001) (see
table 14, p. 68). Results showed that Dimension 1
contributed 57 percent to the overall composite immediacy
score; adding Dimension 2 increased the total variance
explained by 24 percent. Dimension 3 increased the total
variance explained by 15 percent. Adding Dimension 4
increased the total variance explained by only 4 percent
(see figure 4, p. 69).

Composite Satisfaction

Reliability of Satisfaction Scale
After analyzing the reliability and construct
validity of the nonverbal immediacy scale, another
reliability analysis was obtained which analyzed the
reliability coefficient for the satisfaction scale (see
table 15, p. 70). The reliability analysis using a
Chronbach's alpha procedure showed a significantly strong
reliability coefficient for the satisfaction scale resulting in a .88 alpha where if any one on the questions were
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TABLE 14
STEPWISE MULTIPLE REGRESSION OF NONVERBAL IMMEDIACY
DIMENSIONS ON COMPOSITE NONVERBAL IMMEDIACY

MULTIPLE R

R2

DF

Dimension
1

.75692

.57293

237.44

1,177

Dimension
2

.90197

.81354

383.95

2,176

Dimension
3

.98322

.96672

1694.33

3.175

Dimension
4

1.0000

1.0000

2.0532+

4,174

Note:
Dimension 1 = QUESTIONS 7, 8, 9, 11
Dimension 2 = QUESTIONS 1, 4, 5, 6
Dimension 3 = QUESTIONS 2, 3, 12
Dimension 4 = QUESTION 10
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FIGURE 4
INCREASES IN R2 VALUES IN TERMS OF VARIANCE EXPLAINED
USING A STEPWISE MULTIPLE REGRESSION OF NEW NONVERBAL
IMMEDIACY DIMENSIONS ON COMPOSITE NONVERBAL IMMEDIACY
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TABLE 15
RELIABILITY ANALYSIS
SATISFACTION SCALE

ALPHA= 8842

SCALE
VARIANCE
IF ITEM
DELETED

CORRECTED
ITEMTOTAL
CORRELATION

QUESTION 13

14.41

.3945

.4369

.8404

QUESTION 14

13.81

.4333

.4785

.8392

QUESTION 15

13.79

.5572

4518

8290

QUESTION 16

14.37

.4134

.4125

.8390

QUESTION 17

13.85

.6456

.6116

.8245

QUESTION 18

14.02

.6550

.5135

.8253

QUESTION 19

14.57

.2958

.1950

.8490

QUESTION 20

12.57

.5927

.4437

.8269

QUESTION 21

13.17

.6173

.4931

.8236

QUESTION 22

13.70

.5543

5010

.8290

QUESTION 23

13.70

.5953

.4986

.8264

QUESTION 24

14.41

.4993

.3887

.8338

R2

ALPHA
IF ITEM
DELETED
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deleted, reliability would drop.

The alpha figure would

drop from .88 to .84 without Question 13 (about doctor
caring). The alpha level would drop to .82 if Question 2,
(about doctor visiting in the hospital) were dropped
from the questionnaire (see table 15, p. 70).

Pearson R Between Individual Satisfaction Items and
Composite Satisfaction
A Pearson correlation between the individual satisfaction items and the composite satisfaction score
indicated if a relationship exists between each item and
the composite score. Almost all the questions proved to
have a moderate correlation. The correlations ranged from
.44 with Question 19, (whether the doctor spent quality
time with the patient after the exam) to .69 with Question
20 (whether the patients felt they could call their doctor
at anytime) (p <.001) (see table 16, p. 72).

Satisfaction Dimensions

Factor Analysis of Satisfaction Scale
Just as the study had determined clusters of
questions forming dimensions for the nonverbal immediacy
scale, the same analysis was conducted for the satisfaction scale. The results from a rotated factor matrix
produced three dimensions; Dimension 1, comprised of
questions 15, 16, 17, 18, and 19; Dimension 2, comprised
of questions 20, 22, 23, and 24; and Dimension 3,
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TABLE 16
PEARSON CORRELATIONS BETWEEN INDIVIDUAL SATISFACTION
ITEMS AND COMPOSITE SATISFACTION
Composite Satisfaction
QUESTION 13

.5159
(n=189)
p<.003

QUESTION 14

.5159
(n=186)
p<.001

QUESTION 15

.6423
(n=189)
p<.001

QUESTION 16

.5198
(n=189)
p<.001

QUESTION 17

6929
(n=189)
p<.001

QUESTION 18

.6858
(n=189)
p<.001

QUESTION 19

.4468
(n=189)
p<.001

QUESTION 20

.6979
(n=187)
p<.001

QUESTION 21

.6586
(n=185)
p<.001

QUESTION 22

.6195
(n=187)
p<.001

QUESTION 23

.6391
(n=188)
p<.001

QUESTION 24

.5488
(n=189)
p<.001
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comprised of questions 13, 14, and 21 clustered together
(see table 17, p. 74). Dimension 1 explained 38.4 percent
of the variance, Dimension 2 explained 13.5 percent of
the variance, and Dimension 3 explained only 9.8 percent
of the variance (see table 18, p. 75).

Pearson R Between Satisfaction Dimensions and
Composite Satisfaction
A Pearson correlation analysis was used to determine
the relationship between the satisfaction dimensions and
the satisfaction score. All the correlations between
satisfaction dimensions and the composite satisfaction
ccore yielded moderately high correlations. Dimension 1
resulted in a .80 correlation, Dimension 2 had a .85
correlation, and Dimension 3 showed a value of .72
(p <.001) (see table 19, p. 76).

Step-wise Multiple Regression Of Satisfaction Dimensions
On Composite Satisfaction Score
Step-wise Multiple regression analysis of satisfaction dimensions on the composite satisfaction score
revealed that Dimension 2 had an R of .86; adding Dimension 1 to the regression yielded a multiple R of .95; and
adding Dimension 3 resulted in a multiple R of 1.0.
Dimension 2 had the greatest amount of variance explained
in the composite score with an R2 of .74. Adding
Dimension 1 yields an R2 of .90, and adding Dimension 3
results in an R2 of 1.0 (p <.001) (see table 20, p. 77).
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TABLE 17
LIST OF DIMENSIONS OF COMPOSITE SATISFACTION

DIMENSION ON

DIMENSION TWO

DIMENSION THREL

015

Does your doctor ordinarily explain your medical
condition to you?

016

Does your doctor usually listen to what you have to
say?

017

Do you feel you can tell this doctor if something goes
wrong?

018

Do you want to see this doctor again?

019

Do you believe your doctor should spend more
quality time with you after the examination?

020

Do you feel that you can call your doctor at home
anytime?

022

Does your doctor generally explain your treatment to
you?

023

When you are finished with the doctor's visit, do you
ordinarily feel: bad about your visit, neutral about
your visit, or good about your visit?

024

Does your doctor do the best he can?

013

How much does your doctor usually care about you
as a person?

014

How well can your doctor generally tell if you are
worried?

021

If your doctor admitted you to the hospital, would he
make a hospital call to see you?
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TABLE 18
FACTOR ANALYSIS OF COMPOSITE SATISFACTION
Rotated Factor Matrix:
Factor
1

Factor
2

Factor
3

QUESTION 13

.08460

-.00816

.82920

QUESTION 14

.04770

08515

.84757

QUESTION 15

.71637

.22480

.18755

QUESTION 16

.81085

.08680

01235

QUESTION 17

.75885

.22478

.27551

QUESTION 18

.52363

.23268

.50549

QUESTION 19

.50569

17791

-.06690

QUESTION 20

.21546

.50265

.49448

QUESTION 21

.03269

.54226

.56505

QUESTION 22

.27730

.78003

.00054

QUESTION 23

.22187

.67873

.29971

QUESTION 24

.19917

.78426

-.00802

FACTORS
1
2
3

Eigenvalue

% of Var

Cum %

4.60396
1.62501
1.18115

38.4
13.5
9.8

38.4
51.9
61.8

Dimension 1 = QUESTIONS 15, 16, 17, 18, 19
Dimension 2 = QUESTIONS 20, 22, 23, 24
Dimension 3 = QUESTIONS 13, 14, 21
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TABLE 19
PEARSON CORRELATIONS BETWEEN SATISFACTION DIMENSIONS
AND COMPOSITE SATISFACTION

Dimension
1

Dimension
2

Dimension
3

.8069
(N=199)

.8575
(N=184)

.7276
(N=183)

p‹.00i

p<.00i

p<.00i

Cornposite
Satisfaction

Satisfaction Dimensions
Dimension 1 = QUESTIONS 15, 16, 17, 18, 19
Dimension 2 = QUESTIONS 20, 22. 23, 24
Dimension 3 = QUESTIONS 13, 14, 21
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TABLE 20
STEPWISE MULTIPLE REGRESSION OF SATISFACTION
DIMENSIONS ON COMPOSITE SATISFACTION

MULTIPLE R

R2

DF

Dimensicn 2

.86343

.74552

521.45

1,178

Dimension 1

.95262

.90749

868.14

2,177

Dimension 3

1.0000

1.0000

2.0433+

3,176

Dimension 1 = QUESTIONS 15, 16, 17, 18, 19
Dimension 2 = QUESTIONS 20, 22, 23, 24
Dimension 3 = QUESTIONS 13, 14, 21
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Dimension 2 accounted for 74 percent of the variance explained in the composite satsifaction score.

Dimension 1

accounted for an increase in variance explained by 21
percent. Dimension 3 only increased the variance explained
by 9 percent. In conclusion, Dimension 2 resulted in the
greatest predictive value for measuring composite satisfaction (see figure 5, p. 79).

Distribution of Scores and Responses to Questions

Distribution of Scores on Composite Nonverbal Immediacy
and Composite Satisfaction
After analyzing the reliability and construct
validity by performing all the analytical procedures
above for both scores, the researcher's attention moved
to the composite scores themelves, and whether the
demographic questions correlate significantly with either
composite score. Scores on the nonverbal immediacy scale
closely resembled a bell curve (see figure 6, p. 80). The
mean score for the total number of patients (N =180) was
27 with the range of scores beginning at a low immediacy
score of 12, and ending at a high immediacy score of 34.
Results from the distribution of the composite satisfaction scores showed a similar range with a low score of
12 and high score of 36. The mean satisfaction score was
quite different from the mean of the composite nonverbal
immediacy score with a resulting mean score of 34.
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FIGURE 5
INCREASES IN R2 VALUES IN TERMS OF VARIANCE EXPLAINED
USING A STEPWISE MULTIPLE REGRESSION OF SATISFACTION
DIMENSIONS ON COMPOSITE SATISFACTION
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FIGURE 6
DISTRIBUTIONS OF SCORES ON COMPOSITE IMMEDIACY
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Unlike the other frequencies, the response pattern for
the composite satisfaction score was more skewed toward
high satisfaction with 64 percent of the respondents
having rated their doctor with a satisfaction score of
33 or higher (see figure 7, p. 82).

Responses to Nonverbal Immediacy Questions
When responses to the individual immediacy questions
were examined, little startling information was found
except for the two haptics questions regarding the number
of times and the frequency with which the doctor touched
the patient outside of the examination. These questions
showed opposite results to the others. Both of the haptics
questions resulted in 60 percent or more of the patients
responding tnat their physician did not touch them at all.
The remainder of the responses to nonverbal immediacy
questions showed a slight trend toward immediacy.

On

both eye contact questions (1 and 6) 50 percent to 55
percent of the respondents answered that some eye contact
existed, while 36 percent to 42 percent of the respondents answered that a lot of eye contact occurred.
Question 2, referring to head nodding, showed neutral
results from over half the patients (55 percent) with
all stating that the doctor did nod his head "yes". The
remaining 44 percent were divided between "none" or
"a lot" of head nodding. Many more patients, however,

FIGURE 7
DISTRIBUTIONS OF SCORES ON COMPOSITE SATISFACTION
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were confident that the examination room was comfortable.
Forty-six percent of the patients responded "sometimes"
and 40 percent stated "a lot."

When asked how rushed the

patients felt during the visit, they generally agreed
"not at all" (64 percent), yet, 25 percent stated "some",
and 10 percent even claimed "a lot".
The remaining five nonverbal immediacy questions all
showed similar frequency results. Most patients (64
percent) reported that their doctors sat up. Only 22.2
percent reported that their doctors leaned forward and
twelve percent reported that their doctor leaned back
during the examination. In reference to proxemics,
the modal distance of physician from patient was 1.5
4 ft (50 percent).

Only 33 percent of the patients

reported that their doctors sat closer at 0-1.5 feet
and 13 percent reported that their doctors sat 4-12 feet
away. Patients responded that their doctors generally
either had no table between them when they spoke (48
percent) or had a corner of a table between them (40
percent). Only 11 percent remembered a full table between
them and their doctors during the visit.
Question 8, gauging distance between patient and
doctor, revealed that 83 percent of the patients reported
that their doctor was generally less than four feet away.
However, in Question 11, thirty-four percent of the
patients reported the doctor sat or stood halfway across
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the room. Only 8.5 percent answered that the doctor was
at the other end of the room. In response to the question
referring to how long the patient waited to see the
doctor, 50 percent of the patients reported waiting 31
minutes to one hour for the appointment, eleven percent
of the respondents waited from 61 minutes to 2 hours, and
only 37 percent waited 0-30 minutes before they could see
the doctor (see figures 8 & 9, pp. 85-86).

Responses to Patient Satisfaction Questions

Responses to the individual satisfaction questions
were examined showing even fewer variations in responses
than those from the nonverbal immediacy scale.
people responded

Most

that they were satisfied with their

physician to each relevant question. The most
noteworthy negative responses in terms of satisfaction
occured in Question 20. When asked if they could call
their doctor

anytime, 10 percent stated "no", 29 percent

stated "sometimes", and 52 percent said "anytime".
On the other end of the spectrum, three questions
received extremely favorable responses. The first was
the item measuring the frequency with which the patient
could tell the doctor if something was wrong, to which 81
percent of the patients stated "yes", 10 percent said
"maybe", and only 2 percent said "no".

The second

extremly high satisfaction response question was "Does
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FIGURE 8
RESPONSES TO IMMEDIACY QUESTIONS (1-6)
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FIGURE 9
RESPONSES TO IMMEDIACY QUESTIONS (7-12)
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your doctor do the best he can?"

Eighty-six percent of

respondents reported "most of the time", nine percent
said "sometimes," and only 3 percent said "rarely".
Similarily, when asked "Do you wish to see this doctor
again",

eighty-six percent responded "yes", 11 percent

said "it does not matter," and only 2 percent said "no".
The remaining responses to the satisiaction scale
questions were generally positive. Patient satisfaction
responses ranged from 55 percent satisfied to 70 percent
satisfied (see figures 10 & 11, pp. 88-89).

Demographics

Responses to Demographic Questions
Finally, the demographic questions provided a description of the 189 respondents. In regard to the number in a
household, the modal response (21 percent) was four (mean
= 3.2). Educational level, the next demographic question,
had a mode of 2.0 indicating a high frequency of high
school graduates.

The next demographic question inquired

how often the patient visited the physician, and it resulted in a modal response pattern with 21 percent stating
they visited

4-10 times per year.

The reasons for visit-

ing the doctor included "ongoing illness" (25 percent),
"check up" (24 percent), "flu symptoms" (13 percent),
"with someone else" (5 percent), "referred" (1 percent),
and "other" (28 percent) (see appendix C, p. 129).
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FIGURE 10
RESPONSES TO SATISFACTION QUESTIONS (13-18)
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FIGURE 11
RESPONSE- TO IMMEDIACY QUESTIONS (19-24)
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This study then asked how much discomfort or pain the
respondent felt while completing the questionnaire. Forty
percent stated "none", 42 percent said "some", and 16
percent said "a lot".

The next demographic question

inquired the length of time the respondents had been
patients of the doctor. The responses varied with 24
percent saying "less than a year", 16 percent said "one
year", 20 percent said "two to three years", 11 percent
said "3 to 4 years", and 24 percent said "5 or more
years". Next, in order to provide the doctors with useful
information, the survey asked "How did you find out about
this doctor?"

Results indicated the majority number (56

percent) claiming they found their doctor through the
recommendation of a friend.
Another question dealt with employment status. Respondents reported that 39 percent were full time
employees, 22 percent part-time, and 37 percent unemployed (see figures 12 & 13, pp. 91-92). Sixty percent
of the respondents were female and 38 percent were male.
Responses to the next question reveal only a slightly
higher percentage (32 percent) of visits taking place on
Monday. The age of respondents ranged from 8 to 86, with
a mean of 36 (Figure 14, p. 93).
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FIGURE 12
RESPONSES TO DEMOGRAPHIC QUESTIONS (1-4)
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FIGURE 13
RESPONSES TO DEMOGRAPHIC QUESTIONS (5-8)
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FIGURE 14
RESPONSES TO DEMOGRAPHIC QUESTIONS (9-11)
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Eta Analysis of Demographic Responses to Composite
Nonverbal Immediacy and Composite Satisfaction
After reviewing an analysis of all the demographic
responses by composite nonverbal immediacy and composite
satisfaction, few questions arose as to whether the
demographic responses correlate in any way with
either composite score. The research then found an
Eta analysis between demographic responses and composite
nonverbal immediacy which resulted in low correlations
(.34 to .40) throughout, with only two correlations being
significant at the .05 level. One of the significant
correlations was the number of people in the household by
composite nonverbal immediacy with a .41 Eta. The other
significant condition was the number of visits the patient
had within one year with the doctor, tnis also resulted
in a .41

Eta (p <.02) (see table 21, p. 95).

The same Eta analysis was run using demographic
questions and composite satisfaction.

This time four

demographic variables indicated a low to moderately low
correlation (p <.05). The educational level of the
patient resulted in an Eta figure of .40 (p <.04).
Employment status resulted in an Eta value of .43 (p <.01)
Amount of visits in a year resulted in an Eta of .47
(p <.01). Finally, length of time the respondent had
been a patient resulted in an Eta of .49 (p <.01)
(see table 22, p. 96).
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TABLE 21
ETA ANALYSIS BETWEEN DEMOGRAPHIC QUESTIONS
AND COMPOSITE IMMEDIACY

Dependent Variable
Composite lmmedicacy by:

Eta

Eta Sq

Significance

1.

Houselhold (N=189)

.4187

.1753

.025T

2.

Education level (N=181)

.3835

.1471

.1394

3.

Visits (N=188)

.4164

.1734

.0299*

4.

Reason (N=186)

.3075

.0945

.6357

5.

Pain (N=188)

.3950

.1560

.0729

6.

Length (N=187)

.4052

.1642

.0507*

7.

Referral (N=189)

.3254

.1059

.4711

8.

Employed (N=188)

.3786

.1434

.1296

9.

Sex (N=187)

.3363

.1131

.4096

10. Day (N=186)

.3475

.1208

.3286

(*) Note: all correlations, p‹.05
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TABLE 22
ETA ANALYSIS BETWEEN DEMOGRAPHIC QUESTIONS
AND COMPOSITE SATISFACTION

Dependent Variable
Composite Satisfaction by:

Eta

Eta Sq

Significance

1.

Household (N=189)

.3705

.1373

.0941

2.

Education level (N.181)

.4001

.1601

.0412*

3

Visits (N=188)

.4767

.2272

.0003*

4.

Reason (N=186)

.3354

.1125

.2864

5.

Pain (N=188)

.3797

.1442

.0696

6.

Length (N=187)

.4911

.2411

.0001*

7.

Referral (N=189)

.3240

.1050

.3482*

8.

Employed (N=188)

.4384

.1922

.0042

9.

Sex (N=187)

.3287

.1080

.2659

10 Day (N=188)

.3619

.1309

.1382

(*) Note: all correlations, p<.05

CHAPTER V

DISCUSSION

This study reveals a moderately low correlation
between patients' perceptions of physicians' nonverbal
immediacy and patients' satisfaction with their
physicians. Even though the literature suggested a
direct correlation between nonverbal immediacy and
satisfaction, the low positive correlation (r=.36,
p.<.001) does not confirm the initial hypothesis. There
are several possible explanations for this low
correlation. The lack of a strong reliability coefficient
for the nonverbal immediacy scale contributed greatly to
the low correlation value between composite scores. Had
the initial six nonverbal immediacy dimensions clustered
as expected, there might also have been a stronger
correlation.

Results based upon these two scales possibly

indicated that no significant correlation exists between
nonverbal immediacy and patients' satisfaction with their
physicians.

97

98

Results from the Pearson correlation between
nonverbal immediacy items and composite satisfaction
confirm that at least one nonverbal immediacy factor may
predict patient satisfaction with the physician.

How

rushed the patient feels while waiting for the appointment
may help predict patient satisfaction with the physician.
It appears that individuals who do not have to wait long
for their examination are more satisfied with their
physicians than those who are kept waiting a long time.
The nonverbal immediacy scale's singularly most
important predictive measure for patient satisfaction
with the physician seems to be a question of time
perception and/or chronemics.
A low negative correlation for both haptics
questions established a final interesting note. Both
questions regarding the frequency with which the doctor
touched patients after the examination resulted in low
negative correlations (-.01 to -.19) with patient satisfaction with the physcian.

The fact that both questions

yielded negative correlations, suggests that one could
possibly argue that there is an inverse relationship
between satisfaction and touch such that patient satisfaction might increase as the frequency of touch
decreases.
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Nonverbal Immediacy Scale
Evidence of several important relationships emerged
in the analysis of the external reliability and construct
validity of both scales. The nonverbal immediacy scale
formed a key variable in determining the strength of the
hypothesis' correlation; thus, it was necessary to
measure its reliability. Analysis of the nonverbal
immediacy scale showed a moderate reliability coefficient
of .66 (p<.001). This reliability coefficient indicated
that this scale was moderately consistent in having these
patients report perceptions of doctors' nonverbal
immediacy the same way throughout the sample (N=189).
A stepwise multiple regression analysis helped
establish which nonverbal immediacy questions were most
important in predicting physicians' nonverbal immediacy.
Two immediacy scale items were highly weighted, and
together represented roughly fifty percent of the
variance explained in composite nonverbal immediacy.
Question 6, referring to direct physician eye contact,
contributed the greatest percentage of the variance
explained in the composite nonverbal immediacy score
(R2 .31). This was followed by Question 8, referring
to the distance the doctor was from the patient (R2

49).

This means items referring to eye contact and distance
from the doctor were the most predictive factors in
measuring physicians' nonverbal immediacy.
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Analysis of the relationship between nonverbal
immediacy items and the composite nonverbal immediacy
score indicate that at least four of the individual
nonverbal immediacy questions correlate moderately
with the composite nonverbal immediacy score. Physician's
eye contact, head nodding, posture, and distance from
the patient all correlate moderately with composite nonverbal immediacy (.50 to .55). These individual questions
appear to have moderate predictive value in determining a
composite nonverbal immediacy score; thus, they have a
likelihood of predicting physicians' nonverbal immediacy.
Other ncnverbal immediacy questions, however, show lower
correlations (.31 to .45). In order to increase the
scales' construct validity, Pearson correlations would
have needed to demonstrate stronger correlations between
all of the items and the composite nonverbal immediacy
score.
Assuming these guidelines, the researcher continued
to investigate whether the nonverbal immediacy
questions would cluster into the initial six nonverbal
immediacy dimensions (refer to table 2, p. 33). Based on
the literature, this study originally theorized a need
for a balance of these six nonverbal immediacy categories
in the immediacy scale; thus, two items were devoted to
each nonverbal category. Factor analysis results, however,
do not support expected question clustering. This
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suggests that although items were similar in wording
between pairs and that they intended to measure a single
nonverbal immediacy category, underlying differences
exist between item pairs.
Using a Pearson correlation between the initial
six nonverbal immediacy dimensions and the composite
immediacy score resulted in a moderate to high positive
correlation for all dimensions, except Dimension 3
(r .39, p<.001).

These results predicted that all the

initial dimensions, except Dimension 3 (physician
touch), have a moderate to high chance of predicting
patients' perceptions of doctors' nonverbal immediacy.
Had the clusters of questions reflected the initial six
nrnverbal dimensions, the correlation results would have
been higher, suggesting a stronger construct validity for
the scale.
Even though the questions did not cluster together as
originally expected, a stepwise multiple regression was
necessary to determine if any of the initial nonverbal
immediacy dimensions had predictive value in measuring
physicians' nonverbal immediacy.

Analysis found that

Dimension 2, comprised of questions 2 and 7, accounted for
the greatest percentage of the variance explained in composite nonverbal immediacy. Initially, these questions
were labeled kinesics. Question 7 referred to head
nodding by physician, while Question 2 referred to the
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physician's posture.

This kinesic dimension alone

explained 51 percent of the variance in the composite
nonverbal immediacy score.

These results, therefore,

indicate that physicians' head nodding "yes", as well as
physicians' leaning forward, are the most predictive
factors in measuring physicians' nonverbal immediacy.
Results indicate that this combination of physicians'
forward-leaning body posture and head nodding "yes",
form important elements in determining physicians nonverbal immediacy for these patients.
Physician touch also appears to influence patients'
perceptions of physicians' nonverbal immediacy.

Adding

the haptics dimension to the regression, Dimension 4
(kinesics) yielded a combined R2 of .73.

Alone, the

haptics dimension, referring to the amount and frequency
of touching by the physician, explained 22 percent
of the variance explained in the composite score. Adding
the remaining four dimensions, only accounted for 27
percent of the variance explained in the nonverbal
immediacy score and did not prove to be an important
factor in measuring physicians' nonverbal immediacy as
did the initial haptics and kinesic dimensions.
After analyzing the construct validity of the
initial six dimensions, the researcher felt it important
to conduct another factor analysis which would establish
what the actual clusters of questions were from the non-
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verbal immediacy scale. The new factor analysis suggests
completely different factors from the original factor
analysis which controlled for six factors.

These non-

verbal immediacy questions factored out into four new
dimensions.

Dimension 1, comprised of questions 7, 8, 9,

and 11, focuses primarily on proxemic behavior reflecting
patients' perceptions of doctors' closeness or distance.
Each of these questions relates to spacial arrangements
in some manner or another (refer to table 11, p. 64).
The remaining three dimensions lack the unity of
Dimension 1 in their clustering of original nonverbal
immediacy questions. For example, Dimension 2, comprised
of questions 1, 4, 5, and 6, includes questions which fall
unde

oculesics, chronemics, and environmental nonverbal

categories. These questions possibly clustered because
of patients' perceptions of whether the examination room
was comfortable or whether they felt relaxed during the
examination. For example, patients may be more likely to
give greater consideration to physician eye contact, if
they feel comfortable and relaxed. Inversely, increased
physician eye contact may lead to a patient feeling more
relaxed and at ease in the examination room, explaining
the reason behind the clustering of these four questions
in Dimension 2.
Dimension 3 consists of questions 2, 3, and 12,
two of which were the initial haptics questions.

The
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other question in the dimension refers to physicians'
affirmative head nodding. Combination of these items
could pertain to the idea that doctors respond to their
patients during examination visits generally by using
positive head nods and touching behavior. This cluster of
questions, therefore, might reflect patient reinforcement
and/or concern.
Last, Dimension 4 includes Question 10 by itself
which appears logical in selection.

Question 10 asks the

patients how long they actually waited before their
appointment.

Unlike the other questions, this question

lacks the aspect of patient perception and could be
interpreted as a recollection of fact. This question may
have more relationship to patient satisfaction with their
doctor than patients' perceptions of physicians' nonverbal
immediacy.
The relationship between new nonverbal immediacy
dimensions and the composite nonverbal immediacy score
resulted in a moderate to high positive correlation with
three of the four dimensions.

These correlation values

are higher than the correlation values found between
the initial six nonverbal immediacy dimensions and the
composite nonverbal immediacy (see table 9, p. 59, and
table 13, p. 66). Since results proved stronger
correlations than the initial dimensions (.54 to .75) for
dimensions 1, 2, and 3, it was necessary to reevaluate
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the nonverbal immediacy categories and their c)mmunication labels.
Finally, a multiple regression determined which
new nonverbal immediacy dimension accounts for more than
any other to tne variance explained in the composite nonverbal immediacy score. Dimension 1, referring to
physician's closeness or proxemics, was responsible for
57 percent of the variance explained in the composite
score.

This result shows a strong confidence among

patients that physician proxemics predicts physician's
nonverbal immediacy more than any other given nonverbal category. Only adding Dimension 2 explained
enough of the varaince explained in the composite nonverbal immediacy score (24 percent) to also consider it
important.

It would appear that after physical closeness

between physician and patient, the combination of eye
contact, patient comfort and not feeling rushed, became
the next most crucial set of items to predict physician's
nonverbal immediacy with these patients.

Patient Satisfaction With Physician
The same reliability and construct validity tests
for the nonverbal immediacy scale were conducted for the
satisfaction scale.

The first step included a reliabil-

ity analysis, resulting in a high alpha level of .88.
This high alpha level denotes that this new scale termed
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"satisfaction scale" has a significant number of respondents answering the scale in the same manner.

Further

evidence for the strong reliability of this scale
is supported by the lack of any significantly weak
questions.
To determine if a relationship exists between each
satisfaction question and the composite satisfaction
score, a Pearson correlation was conducted. This analysis
indicates that almost all twelve questions (13-24) showed
a moderate correlation (.44 to .69, p<.001).

These

results may mean that certain questions, such as Question
19, referring to whether the doctor spent quality time
with the patient (r .44) may or may not aid in measuring
patient satisfaction with their physician.

Yet, Question

20, referring to whether a patient felt they could call
their doctor at anytime, has a greater likelihood of
helping the composite satisfaction score in measuring
what it claims to measure (r .69).
Just as this study had determined clusters of questions for the nonverbal immediacy scale, the same
analysis was conducted for the satisfaction scale.
Therefore, a factor analysis was performed in order
to examine how these questions clustered. Then hypothetical labels were placed on the dimensions to explain
the reasoning in the formation of these dimensions.
Three dimensions were formed which included five,
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four, and three questions respectively. Dimension 1
clustered five questions in a row (questions 15, 16, 17,
18, and 19).

The first three questions of the five deal

with communication skills, asking whether the doctor explains
the patient's condition, whether the doctor usually listens to
the patient, and can the patient tell the doctor if something goes wrong. These three questions can be interperted as reflecting the physician's communication skills,
the physician's listening skills, and the patient's comfort in
being able to self-disclose.
The other two questions within Dimension 1 ask
whether the doctor should spend more quality time after the
exam, and if the the patient wishes to see the doctor
again. These two questions may refer to verbal immediacy
by the physician and mutual trust within the interpersonal
relationship. It is plausible to suggest that these
factors cluster together because of an emphasis placed
upon communication rapport and time investment in the
doctor-patient relationship by the patients. If the
patient feels that the physician has good communication
skills, good listening skills, could be trusted, and is
a person someone could openly talk to, then tey may have
more willingness to see that doctor again.
Dimension 2 was comprised of questions 20, 22, 23,
and 24.

They dealt with a mixture of questions which

included: whether the patient can call the doctor at home
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at anytime; how the patient feels upon the completion of
the visit; the clarity of the doctors explanation of the
proposed treatment and whether the doctor does the best
he can.

The first three items could reflect the patient's

perceptions regarding a physician's interpersonal involvement, trust, and immediacy. Therefore, a relationship
should exist between patients' ratings of doctors in these
categories and the last item mentioned, referring to
whether the doctor does the best he can.
Finally, Dimension 3 involves questions 13, 14, and
21.

Interestingly, in this case, questions 13 and 14,

which clustered together, were modified questions from
Friedman's (1980) Caring and Sensitivity Scale.

These

two questions dealt with caring by the physician, more so
than do any other questions.

The remaining question per-

taining to whether the physician would visit the patient
often in the hospital can also be construed as a caring
question. Therefore, this particular dimension could be
labeled "physician caring."
The next analysis conducted between satisfaction
dimensions and composite satisfaction was a Pearson
correlation.

Results show moderately high correlations

with a .72 correlation for Dimension 3, a .85 correlation
for Dimension 2, and .80 correlation for Dimension 1.
These significantly strong relationships show that these
clusters of questions do aid the satisfaction scale in
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predicting patients' satisfaction with their physicians.
After clustering questions in the satisfaction
scale, a stepwise multiple regression analysis between
these three satisfaction dimensions and the composite
satisfaction score shows that Dimension 2 accounted for
the greatest amount (74 percent) of the variance
explained in the composite score. It appears that
patients' perceptions of physicians' interpersonal involvement, trust, immediacy, and in turn, physician's
willingness to do the best they can, translates into the
set of factors most predictive of patients' satisfaction
with their physicians.

Distribution and Responses to Composite Scores
and Individual Questions
Upon completion of both reliability and construct
validity analysis for the nonverbal immediacy scale and
satisfaction scale, distribution of composite scores for
each scale was then reported.

Overall, respondents showed

a neutral feeling of immediacy toward their physician
(mean = 27).

The ranges of composite nonverbal immediacy

scores of 12 to 34, however, indicate a representative
cross-section of responses by patients. Responses to
composite satisfaction scores offer a different
result.

Patients tend to rate their physicians very

highly in terms of their satisfaction with them (mean=34).
These patients reported that their doctors' nonverbal
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immediacy was slightly above neutral, yet they retained
high satisfaction with their doctors' "neutral" nonverbal immediacy behavior.
In reviewing responses to individual nonverbal
immediacy questions, few unexpected, or significant
results appeared.

Questions 3 and 12, referring to

physician touching behavior, initiated responses to show
that most physicians do not touch their patients at all
(60 percent). These results may not exactly indicate what
they claim.

Patients possibly did not understand the

context of the question and assumed that hand shakes and
other forms of greetings are not considered touch. Both
eye contact questions, however, resulted in a show of
neutral immediacy as did the amount of physician head
nodding.
Most patients (50 percent) reported that physicians
sat or stood 1.5-4 feet away; this distance seems likely
considering the usual small dimensions of an examination
room.

These small confines also suggest why a moderate

number of physicians sat next to their patients (56
percent).

Although, 34 percent stated that their doctor

sat or stood across the room, possibly this perception of
across the room could relate to their need for physical
space during interpersonal communication.

A room 12 x 12

does not allow for very much personal space.
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One final interesting note in regard to physicians'
nonverbal immediacy pertains to perceptions of time.
Sixty-four percent reported that they did not feel rushed.

Fifty percent of the patients also reported that

they waited 31 minutes to one hour before being seen by a
physician. Eleven percent even stated they waited from
one to two hours.

This set of factors could possibly

show a prevalent power relationship with the doctor in
the dominant position.

Patients have come to expect as

much as an hour wait before seeing a doctor, yet feel
marginal discomfort when asked to wait.
While most of the responses for nonverbal immediacy
indicated neutral results, patients reported high
satisfaction with their doctors generally on every
question. In response to Question 20, which asked if the
patient felt they could call their doctor at anytime, 52
percent stated "yes, anytime".

This response of

neutrality appears logical as most people have mixed
feelings of whether they could actually call
their doctor at anytime day or night.
Some questions evoked extremely high response rates,
including questions about patients' willingness to tell the
doctor if something goes wrong, the doctors level of
skill, and the liklihood that the patientwould visit the
doctor again. All of the positive satisfaction ratings
are 80 percent or higher.

It seems that these patients
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trusted their doctors enough to self disclose, felt he
performed an admirable job, and in turn felt they would
return to see the doctor again.

Demographic Questions
A review of responses to demographic questions
indicated several interesting results. None of these,
however, directly related to either composite score.
First, most patients reported an average of three
people living in their homes. Second, patients reported
an average education of a high school graduate. The low
educational average appears to coincide with an initial
report given to the researcher by the physicians about
their various urban and rural clientele.

Third, these

patients saw their doctors quite often during the
year.

Twenty percent saw their doctor over 20 times in

one year. Another twenty percent more made visits at
least 4-10 times.

These data may show that generally the

respondents consisted of people who frequently visit the
doctor and therefore could possibly be ill quite often.
Fourth, when they visited the physician, they had several
different reasons, such as flu, ongoing illness, checkups, and others.

"Other" was the most prevalent response

(28 percent) of all given reasons for treatment (see
appendix C, p. 130).
This research study also inquired whether the
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patient was in pain.

Most people claimed they experienced

"no" or "some" pain, which suggests that pain was not a
determining factor in establishing physicians' nonverbal
immediacy or patients' satisfaction with their doctor.
Another interesting question was "how long had the patient
been a patient with this physician?"

The equal response

pattern for all three different answers (less than a year
to five or more years) indicated a good cross-representative sample.

There were a few other demographic

questions, most of which were included to satisfy
individual physician curiosity concerning their patients.
They inquired why the patients chose that physician and
patient employment status.
The sample contained 60 percent females and 40
percent males.

Next, responses about the day of the week

showed an equal amount of responses per day, except for a
moderately high percentage (32 percent) on Monday.

These

data could suggest either that patients see their
physicians on Monday more often than any other day of the
week or that patients were more likely to complete
questionnaires on Monday.

Finally, the analysis shows an

excellent representational sample of age, ranging from 8
to 86.

These sampling demographics demonstrate that a

good cross-section of respondents participated in the
study.
As a summary, an analysis of all the demographics

L
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physicians, is not supported because of a low correlation between both composite scores.

This may depend,

however, partly on this study's use of two previously
untested scales. How rushed patients feel before their
examination, however, may represent a moderate predictive measure for patients' satisfaction with their
physicians.
The reliability coefficient and the results of
correlations between dimensions and/or individual
questions with composite nonverbal immediacy created a
need to re-evaluate the nonverbal immediacy categories
originally theorized by this study.

The satisfaction

scale, however, was proven very reliable with these
patients. This instrument could still benefit from the
use of a larger sample of physicians, even though it has
proven to be a reliable measure of patient satisfaction.
The individual responses for all questions offered few
startling results except the lack of physicians' touching behaviors. This perceived lack of touching could be
attributed to many factors, including possibly unclear
questions.

Limitations
This study's limitations were apparent upon its
completion.

First, certain limitations are inherent in a

study whose subject matter involves busy, hard-working
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physicians.

Finding cooperative physicians who were

willing to volunteer their free hours to assist in the
research proved to be a difficulty from the outset.

The

physicians who participated were already generally cooperative, innovative and outgoing individuals.

Thus the

the sample left a variety of other personality types untapped.
Doctors often have very closed communication networks
which makes it difficult to meet with them, explain the
study, and have them consent to participate in it.

A

larger more varied smple of physicians would have
benefitted the project.

Therefore, this study's focus

on caucasian, male general practitioners in urban/rural
Kentucky areas, narrows the generalizability of the
study's findings.

This work only allows us to make

relatively confident predictions about the interrelation of nonverbal immediacy and patient satisfaction
with similar doctors and patients in similar sized
southern regional towns.
The lack of established reliability and construct
validity for each scale was also a limitation on the
study.

As few evaluation scales were available to measure

patients' level of satisfaction with their doctors and
there were no scales available to measure patients' perception of doctors' nonverbal immediacy, this study
devoted great attention to the development and testing of
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such scales.

Yet, the novelty of these scales made it

difficult to make definitive conclusions about the relationship between doctors' immmediacy behavior and
patients' level of satisfaction with their doctors.
The combination of a moderate reliability score, the lack
of a five point semantic differential scale, and the
failure of the initial six nonverbal immediacy dimensions
to cluster as originally anticipated for the immediacy
scale cast: some doubt as to whether the scale accurately
measures what it intended to measure. Factor analysis
also suggested that some of the scale items were loaded
more heavily than others, indicating that some of the
original six nonverbal immediacy categories may have gone
under-represented while others may have been overrepresented. Improvements in reliability and construct
validity of this measure would strengthen its correlation with the satisfaction scale.
A third limitation exists in the procedures for
questionnaire administration. Stricter guidelines were
needed to eliminate test biasing and to improve subject
compliance. One possible procedure improvement might
demand that doctors not see the questionnaire beforehand, because it might bias the results. Also, with
greater cooperation from physicians and staff, the nurses
might have administered the surveys immediately after the
examination in the examination room, rather than catching
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patients as they reentered the waiting room to pay their
bill. This procedure may have increased patients'
compliance rate as well as quickly gathered responses
following the doctor-patient exchange. Collecting such
information in the examination room after the physician
had left would increase the chance that the doctorpatient exchange would be fresh in the patients' minds.

Future Recommendations
The field of healthcare communication has generated
extensive research related to doctor-patient relationships over the past ten years. Few studies, however,
correlate nonverbal immediacy behavior and patients satisfaction with their physicians. This study attempted to
analyze such a correlation in hopes of establishing a
precedent for future research in this area.
Future study might include the continuation and
development of both test measurements used in this study.
Further testing of both the nonverbal immediacy and
satisfaction scales is needed to increase reliability
coefficients and construct validity. Additionally, a
need exists to conduct a study which compares each scale
with an already highly reliable and valid patient satisfaction scale.
Unique problems arise with the immediacy scale. The
formulation of the composite measure for immediacy itself
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needs further research and exploration. Future research
should focus on redesigning this study's immediacy
scale. For example, it would be interesting to focus on
one or two of the initial six nonverbal immediacy
categories in greater depth to determine how each one
of these factors relates to patients' satisfaction with
their physicians. In depth analysis of the semantic
interpretation of each scale item may be improved by
conducting focus group interviews with patients. This
would ensure that each individual question accurately
communicated and measured specific nonverbal immediacy
variables.
Although, not specifically focused on in this study,
gender issues relating to doctors' nonverbal immediacy
and patients' evaluation of their doctors would contribute valuable information to the health care communication field.

Future research could possibly explore

differences in nonverbal immediacy communication between
male and female physicians and how each were perceived by
their patients. For instance, do male and female patients
perceive nonverbal immediacy cues differently? In
conjunction with looking at gender influences on nonverbal
immediacy and patients' satisfaction with their doctors,
analysis of this study's initial hypothesis using a
variety of contributing factors such as different geographic areas, sub-specialties of medical practice,
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socio-economic background of doctors and patients, and
intercultural and racial differences would also
contribute important information.
Finally, the intercultural ramifications of this
study are limitless from the variety of cultures represented by patients today to the variety of races and
nationalities doctors represent. Future studies should
focus more upon how doctors and patients from different
cultural backgrounds interact in regard to nonverbal
immediacy behavior in interpersonal interactions.

APPENDIX A

121

Please do not include your name:
All of your answers will be kept confidential. We truly
appreciate your patience in helping us to better serve you.
Please circle the single most appropriate response to each
question. After the doctor's examination, please circle
the appropriate answer. Before you answer, think carefully
about the doctor's behavior during your visit.
Sample Question:
What was the doctor wearing today?
1.
2.
3.

Dress Coat
Sport Coat
Lab Coat

1.

Was there direct eye contact when the doctor greeted
you before your examination?
1. None
2. Some
3. A lot

2.

How much did the doctor nod his head "yes" when
listening to you?
1. None
2. Some
3. A lot

3.

Outside of the examination, how much did the doctor
touch you?
1. None
2. Some
3. A lot

4.

How comfortable was the examination room?
1. Not at all
2. Some
3. A lot

5.

How rushed did you feel during your visit with the
doctor?
1. A lot
2. Some
3. Not at all
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6.

Did the doctcr give you direct eye contact when
he was listening to you?
1. None
2. Some
3. A lot

7.

During the visit, was the doctor most often
1. Leaning backward
2. Sitting or standing upright
3. Leaning forward

8.

How far away from the doctor were you most of the time?
1. 4 - 12 feet
2. 1 1/2 - 4 feet
3. 0 - 1 1/2 feet

9.

What was between you and your doctor during your visit?
1. Full examination table or desk
2. Corner of examination table or desk
3. No examination table or desk

10.

How long did you wait to see your doctor after the
scheduled appointment time?
1. 61 minutes - 2 hours
2. 31 minutes - 1 hour
3. 0 - 30 minutes

11.

During most of your visit where did the doctor stand
or sit?
1. At the other end of room
2. Halfway across the room
3. Next to you

12.

Except during the actual examination, how often did
the doctor touch you?
1. Not at all
2. 1 to 4 times
3. 5 or more times

13.

How much does your doctor usually care about you as a
person?
1. less than most other doctors
2. About the same as other doctors
3. More than most other doctors
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14.

How well can your doctor generally tell if you are
worried?
1. less than most other doctors
2. About the same as other doctors
3. More than most other doctors

15.

Does your doctor ordinarily explain your medical
condition to you?
1. Not at all
2. Only a little
3. So that you understand it perfectly

16.

Does your doctor usually listen to what you have to
say?
1. Never
2. Sometimes
3. Always

17.

Do you feel you can often tell this doctor if
something goes wrong?
1. No
2. Maybe
3. Yes

18.

Do you want to see this doctor again?
1. No, I want to see a different doctor
2. Does not matter
3. Yes, I want to see this doctor again

19.

Do you believe your doctor should spend more quality
time with you after the examination?
1. Yes, a lot more
2. A little more
3. No, he visits with me enough

20.

Do you feel that you can call your doctor at home
anytime?
1. No, I don't think I can
2. Sometimes, if it's not too late at night
3. Yes, without hesitation.

21.

If your doctor admitted you to the hospital, would he
make a hospital call to see you?
1. No, probably not at all
2. Every other day or so
3. Once or twice a day
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22.

Does your doctor generally explain your treatment to
you?
1. Rarely
2. Sometimes
3. Most of the time

23.

When you are finished with the doctor's visit, do you
ordinarily feel
1. Bad about your visit
2. Neutral about your visit
3. Good about your visit

24.

Does your doctor do the best he can?
1. Rarely
2. Sometimes
3. Most of the time

BACKGROUND INFORMATION

1.

Including yourself, how many people live in your
immediate household?
4. four
1. one
5. five
2. two
6. other
3. three

2.

What is the highest Educational level you ahve
attained this far?
4. Some college
1. Some high school
5. College graduate
2. High school graduate
6. Graduate work
3. Some vocational/
technical school course

3.

How many times have you seen this doctor in the past
year?
4. 4 - 10 times
1. Once
5. 11 - 20 times
2. Twice
6. More than 20 times
3. Three

4.

Reason for today's visit?
1. Annual check up
2. Flue symptoms
3. Another doctor
referred mc
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4.
5.
6.

Ongoing illness
Here with someone else
who's sick
Other

5.

On a scale from 1 to 3 how much discomfort and pain do
you feel today?
1. A lot of pain and discomfort
2. Some pain and discomfort
3. No pain or discomfort

6.

How long have you been a patient of this doctor?
4
3 - 4 years
1. Less than a year
5. 5 or more years
2. One year
3. 2 - 3 years

7.

How did you find out about the doctor?
4. TV Advertisement
1. Ad in yellow pages
5. Newspaper ad
2. Friend's recommendation
6. Other
3. Another doctor

8.

Are you employed?
1. Full-time
2. Part-time
3. Unemployed

9.

Are you?
1. Male
2. Female
Monday
Tuesday
Wednesday

10.

Today is:

11.

What is your age?

Thursday
Friday
Saturday

APPENDIX B
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8

ANALYSIS OF VARIANCE BETWEEN COMPOSITE IMMEDIACY
AND DOCTORS (1-6)
(Tukey-HSD Procedure)

Source

D.F.

SLIM of
Squares

Mean
Squares

F
Ratio

F
Prob.

Between
Groups

5

232.5119

46.5024

2.8773

.0159

Within
Groups

183

2957.6256

16.1619

Total

188

3190.1376

GGGGGG
rrrrrr
PPPPPP
5 1 2 3 4 6
Mean

Group

29.8667
30.5000
31.5000
31.6667
32.4615
33.2000

Grp 5
Grp 1
Grp 2
Grp 3
Grp 4
Grp 6

(') Note pairs of Groups significantly different at p<.05
Note: Groups represent individual Doctors.

29

ANALYSIS OF VARIANCE BETWEEN COMPOSITE IMMEDIACY
AND DOCTORS
(Doctors = 6)

D.F.

Sum of
Squares

Mean
Squares

Ratio

Prob.

Between
Groups

5

232.5119

46.5024

2.8773

.0159

Within
Groups

183

2957.6256

16.1619

Total

188

3190.1376

GGGGGG
rrrrrr
PPPPPP
5 1
Mean

Group

29.8667
30.5000
31.5000
31.6667
32.4615
33.2000

Grp 5
Grp 1
Grp 2
Grp 3
Grp 4
Grp 6

2 3 4 6

(*) Note pairs of Groups significantly different at p<.05
Note: Groups represent Doctors 1 through 6.
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Responses to Demographic Questions 1, 4, and 7
Spefically Section 6, Termed Other

Question #1, Including yourself, how many people live in
your immediate household? (Responses to #6 Other)
Number of respondents

Member in Household
7
8
9
10
15

2
2
2
1
1

Question #4, Reason for todays visit? (Response to #6
Other)

Reason for Visit

Number of Responses

Allergies
Pregnancy
Follow-up
Backpain
Allergy shot
for child
"-ray on accident
High blood pressure
Lab work
Colon
Accident
Pap smear
Medication
Heart problem
Pinched nerve
Neck injury
Cold
Sprained arm
Ear ache
Pregnancy test
Cut finger/stitches

6
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
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Question #7, How did you find out about the doctor?
(Respone to #6 Other)

Source

Number of Responses

Mother
Family doctor
Mother and Father
Referred
HMO
TV Show
Hospital he was on
call
Walk-in
When he was a new
doctor in town
Closest doctor to
home

2
2
1
1
1
1
1
1
1
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